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As co-workers in the field of sanitary science, and 
its practical application to the prevention of disease 
and death, we have again assembled from different 
parts of this and other countries to join hands, and 
to ta..e counsel with each other. 

We have met this time under most unusual circum- 
stances, and with surroundings and conditions of 
world-wide interest. 

The Columbian exposition marks an era in the 
world’s history. Around us are gathered the evi- 
dences of advance in all lines of industry, of talent, 
and of thought. There has been a peace congress, a 
congress of religion, a congress of charities and cor- 
rection and innumerable other gatherings for the 
purpose of comparing notes and showing the great 
advance in our civilization in all lines of thought 
and endeavor. 

Among those who have died since the last meeting 
is Dr. Edward H. Janes, who for twenty-seven years 
occupied the position of Assistant Sanitary Super- 
intendent of New York. He was also Secretary of 
the American Public Health Association for two 

ears. 
“ His contributions to the first three volumes of the 
Transactions, were characterized by care and pains- 
taking, and of a decidedly. practical character. 

He was much interested in his chosen work and 
was a modest, upright, conscientious man. 

Other workers have also passed away, and tributes 
to their memories will be paid by the Committee on 
Necrology. 

AMERICAN PUBLIC HEALTH ASSOCIATION. 

The great trust which this Association took upon 
itself twenty-one years ago has been worthily held, 
and the work to which it has addressed itself in the 
interest of humanity, has been diligently pursued. 
It is fitting, perhaps, at this time, when we may be 
said to have attained our majority in years, to take 
a retrospective glance of public sanitation, and to 
note the possible results of its application in the 
relief of human distress. The work of the sanitar- 
ian. is manifold, and deals with the most vital of our 
personal and social interests. It deals with the air 
we breathe, the food we eat, the water we drink, the 
soil we live upon, and with the general welfare of 
mankind. It means the investigation of the rise, prog- 
ress, and decline of epidemics, and a fostering 
growth of works and projects designed to prevent 
and remove the causes of disease. 


t Read October 10, 1893. 


AIMS OF SANITARY SCIENCE. 

The sanitarian concerns himself but little with the 
cure of disease. The problem which he seeks to solve 
is how disease can be averted. The pathologist 
establishes the nature of morbid processes, and _ his 
investigations suggest to us the appropriate remedy. 
The aim of the sanitarian is to seek out and remove 
the cause or causes which produced these processes. 
It has been said that preventive medicine embraces 
everything which relates to the physical well bein 
of our fellowmen, so that it has to deal with al 
physical evils and, incidentally, many of a moral 
character. Its object is the health, and therefore 
the happiness and prosperity of man. 

It is sometimes objected that public hygiene can 
not lay claim to the possession of the qualities of an 


exact science, that its data are too partial, its gener- 


alizations too sweeping. Unfortunately some reason 
for this feeling exists on account of the enthusiasm 
of certain writers who exaggerate what is seen, guess 
at what is unseen, and shape their conclusions 
accordingly. 

True sanitary science, however, is built up slowly 
by patient observation of facts. Sanitary science is 
not altogether of modern growth. It may be said to 
have experienced several revivals, but its real his- 
tory is almost as ancient as history itself. 

HYGIENE AMONG THE ANCIENTS. 

The ancients fought against evil smells as vigor-. 
ously as the moderns. A process of disinfection was 
adopted by Ulysses, and described by Homer. Her- 
cules too, was a practical sanitarian, but of all the 
ancient sanitary reformers, Moses was the most 
thorough and practical. He gave us the principle 
of the modern earth closet, although the animals of 
the field may be said to have anticipated him in that 
device. During the best times of Greece and Rome, 
public sanitation was much studied, and the super- 
vision of hygienic arrangements was an office of dig- 
nity among the Greeks and the Romans. The cleans- 
ing and disinfection of streets and sewers were placed » 
under a high officer of state, because as Justinian 
tells us “uncleansed and unrepaired sewers threaten 
a pestilential atmosphere, and are dangerous.” 

Sanitary science owes something to the fathers of 
medicine also. Hippocrates was the first sanitarian 
who wrote an entire book on public health, and his 
discourses upon pure air, pure water and pure soil 
are instructive reading at the present day. 

It is exceedingly interesting and suggestive to find 
these ancient writers elucidating principles which 
the exact investigations of our time have demon- 
strated to be the true foundation of sanitary science. 

In Mexico it has been shown that sanitary science 
must have reached a high degree of perfection in its 
history. Previous to the conquest of the country by 
the Spaniards, the towns were thoroughly and effi- 
ciently supplied with water by the most perfect sys- 
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tem; but the teachings of these early times were not 
permanently effective. The magnificent civil works 
were doomed to suffer ruin, and the world passed 
through dark ages of mental and physical barbarism. 

The devastating epidemics of the middle ages which 
cut off one-quarter of the population of Europe are 
well known. Filth, instead of being abhorred, was 
almost sanctified. The monks imitated the filthy 
habits of the hermits and saints of early Christian 
times, and the early fathers commended them. Even 
St. Jerome used to praise the filthy habits of hermits, 
and especially commended an Egyptian hermit who 
combed his hair on Easter Sunday only, and never 
washed his clothes at all. Monks up to the time of 
the reformation thought, or professed to think that, 
by antithesis, pollution of the body iiudicated clean- 
liness of the soul. Practically, indeed, it might be 
said to have helped to it, because the odor of sanctity 
which infected these monks and hermits helped them 
to keep apart from the temptations of the world; for 
the world scarcely cared to come into too close con- 
tact with these odoriferous saints. 


MODERN SANITATION, 


The science of public sanitation as practiced in 
our day is a growth of recent years; a reaction from 
the ignorance and negligence of previous generations 
in the matter of sanitary administration. This reac- 
tion may be said to have dated from 1838, when the 
English Poor Law Commissioners instituted an in- 
quiry into the health of towns with a view to remove 
by public authority some of the evils incident to 
poverty for which the poor are not responsible, and 
which they can not themselves remedy. The active 
movers in this work were Dr. Southard Smith, Mr. 
Edwin Chadwick, Dr. Arnott and Dr. Farr, and it is 
to their labors and testimony that much of the 
present enthusiasm concerning sanitary investigation 
and administration is due. The work begun by these 

ioneers has been carried on with increasing zeal 

rom that time forward. It has enlisted the active 
interest of a multitude of intelligent, earnest men, 
who have patiently and persistently devoted their 
energies to the investigation of the causes of disease, 
and a constantly increasing interest is being mani- 
fested among the people concerning all matters look- 
ing toward a more perfect conservation of the public 
health. 

Employers have found that there is a financial 
aspect to the sanitary questions of the day, and that 
more work and better work can be obtained from 
men in health than from men diseased. 

Legislation has been influenced by the researches 
into the causes of disease, and has followed the lead 
of the investigators. 

The schools of Europe and America have one b 
one added to their requirements for a degree in we 3 
icine, a knowledge of sanitary science. It is becom- 
ing more and more apparent that the first and largest 
interest of the State lies in this great agency of 
human power, the health of the people. 

What practical results have followed from all this? 
What has sanitary science done for man as an indi- 
vidual and for mankind collectively? 

In the first place, it can be shown that man to-day 
has a greater expectation of life than any of his pro- 
genitors. He may more reasonably look forward to 
a long life, and to a life less exposed to devastating 
sickness. His vitality has been expanded, his 


strength increased and his days on earth prolonged. 

From this brief review of the general subject of 
sanitary science let us turn toa more specific and 
practical consideration of some of its principles, and 
I will ask your attention-for a few moments to the 
topic of municipal sanitation. 

MUNICIPAL SANITATION. 

The municipal health officer on entering upon his 
duties finds himself confronted with innumerable 
questions as to the sources of danger to the public 
health, of which he has been selected as guardian. 

He first pictures to himself an ideal sanitary 
condition, for example: a clean, dry surface; a 
well-drained soil; good public and private sewerage, 


posable wastes, wholesome food and water supplies, 
with a sufficient equipment to preserve all of these 
favorable conditions, and then his work of construc- 
tion and maintenance begins. 

It would be impossible within the scope reason- 
ably given to a single address to more than touch 
lightly upon the large number of topics, and the 
variety of each which falls under the care of the 
municipal health officer. I shall, therefore, delay 

ou by a consideration of only a few of the more 
important subjects which affect the health of cities. 

WATER SUPPLY AND DRAINAGE. 


The difficulty of finding a pure and uncontaminated 
water supply in sufficient quantity to meet the ever 
increasing requirements of modern civilized:life, has 
confronted every large city on the globe. With the 
increase of population it is not possible to find a 
watershed which is not more or less polluted by the 
wastes of human life. Our great lakes even at cer- 
tain points upon their shores have .become at times 
sources of disease. And some of the cities of the 
old world recognizing the difficulty of procuring 
waters which are not contaminated by sewage, have 
almost by force of necessity adopted a suspicious 
‘supply, and have trusted to methods of filtration for 
the removal of the disease producing .elements.. 
London and Berlin afford examples of the immunity 
from infectious diseases attending the use of waters 
so filtered. A variety of: opinions is held among 
sanitary engineers as to the best method for sewage 
disposal. The opportunty for the ultimate disposa} 
of sewage is not the same for all cities. One city 
has the opportunity to discharge its sewage into deep 
tide water under such conditions as to give rise to no 
evil results, while other cities are not so favorably 
situated. It would be a safe principle to follow, 
however, never to discharge sewage matter into any 
river, lake, or body of water which is likely to be 
used as a source of water supply. 

DRAINAGE. 

Although I am not prepared to say that through 
the scientific experimentation now going on in 
the filtration of sewage-polluted waters, the time 
may not come when the waters of any river or lake 
may be used as a source of wajer supply, and the 
sewage resulting therefrom then be returned to the 
streams in a state of comparative purity which will 
render them available for domestic uses. However 
much we may disagree as to the ultimate disposal of 
sewage, there seems to be a general consensus of 
opinion that the water carriage system must super- 

ede all others in its cheapness and capacity for a 


apid and safe translation of our sewage from its 


the immediate destruction or removal of all decom- - ° 
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initial starting point to a proper and safe outfall, 
where it may be disposed of without offense and 
danger to the inhabitants of the city. 

It. is generally conceded that when this material is 
confined within its proper channels and constantly 
undergoes rapid removal it is harmless, and does not 
deserve the opprobrious epithet which it incurs 
under opposite conditions, namely, when stagnating 
without or even within its channels. 

Under these favorable conditions, the problem of 
the ventilation of sewers becomes extremely simple 
by harmless open grate covers over the manholes in 
the streets. The public sewers thus supplied with 
the proper and continuous incline tosecure the rapid 
and continuous flow, are ready to receive the private 
drainage from dwellings and factories and other 
sources. 

The question of private or house drainage is more 
complex, and should be constructed only under reg- 
ulations prepared by competent sanitary engineers, 
by plumbers who have shown their competency for 
suth work to a proper board of examiners, and have 
been licensed therefore. The material for this work 
should be strong, tightly jointed, securely trapped 
and ventilated above the top of the house. 

With a system of sewage thus supplied, the privy 
vault and cesspool, which have been most serious 
menaces to the health of cities, should cease to exist. 

It is easy to see that with such suitable provisions 
for the complete and rapid removal of all sewage, 
the escape of noxious emanations from the sewers 
into the streets and dwellings would be impossible. 

The conditions under which sewer gases are gene- 
rated and penetrate into houses are from the stag- 
nation of sewage, by its putrefaction when the 
consequent generation of poisonous vapors are 
favored, and the absence of sewer ventilation, by 
consequence of which these vapors are confined and 
pent up, until they acquire a sufficient degree of ten- 
sion to force the barriers by which we vainly 
attempt to exclude them from our homes. By the 
rapid removal of sewage, on the other hand, its 
putrefaction in our midst is forestalled, the genera- 
tion of noxious gases within our drains and sewers 
is reduced to a minimum or wholly prevented. The 
ventilation of sewers is rendered easy and harmless, 
and finally such air, gases and vapors as must be 
contained within the sewers, being no longer con- 
fined, find an easy escape into the open air. | 

In the city of Boston our private drainage, like 
that in most cities, is unsatisfactory, and the cause 
of an immense amount of inspection, complaint and 
annoyance, and undoubtedly the cause of much ill- 
health. We have statute laws and city ordinances 
which specify the method, material and workman- 
ship necessary for the construction of house drain- 
age. Plans for construction and repairs are sub- 
mitted to, and the work approved by, the inspector 
of buildings. 

The board of health is called upon to find defects 
and to order repairs, and such repairs each year 
number about 4,500. 

For the purpose of ascertaining to what extent 
defective conditions of plumbing exist, and to what 
extent traps are supplied, and water closets substi- 
tuted for privy vaults, we have taken a large num- 
ber of blocks of dwellings, both new and old, each 
season for thirteen years, and made house-to-house 
inspection, with the following results: 


Want of traps, first five years,averaged. .. . 
During thirteen years. ............ 

During the last year. ... . 22%, 
Defective conditions of plu 


Whole thirteen years. ..........4.. 39%. 
During the last year. 84% 
Use of privy vaults, first five years... .... 28% 
During the last year... .........4.. 3% 


This means not only a very poor state of plumb- 
ing, but a want of commendable progress in the 
substitution of a better condition. It indicates poor 
construction and inefficient repairs. 

It is my opinion that the regulations, supervision 
of construction and repairs of plumbing should be 
in charge of one department. The old privy vaults 
and cesspools, with their accumulation of filth, 
which were once so common, are now rapidly disap- 
pearing from the city. Nearly seven thousand of 
these privy vaults have been demolished in as many 
years, and the few remaining where a public sewer 
abuts the premises are under ordersto go. Theyard 
cesspools, which are also common nuisances, are 
being changed from receptacles for sink and other 
house drainage to those for surface drainage only. 


DISPOSAL OF WASTE. 


The removal and disposal of refuse material has 
become a very serious question to the city as a cor- 
poration, and to the individual citizen. There are 
now in vogue several different methods for the dis- 
posal of the kitchen refuse, all of which are more or 
less objectionable. In one city it is carried away 
and dumped into the sea, in another it is collected 
and sold to the farmers to be fed to swine, and in 
another it is removed to a distance from the city and 
buried or consumed by fire. 

In the city of Boston, where the principal part is: 
sold to farmers, and the remainder carried out to , 
sea, the cost of collection and transportation has- 
reached the annual sum of one hundred and seventy 
thousand dollars, or considerably more than the 
entire appropriation for the health department, 
which includes the maintenance of harbor quaran- 
tine, free public baths and urinals, hospitals for con-- 
tagious diseases, disinfection, public vaccination,. 
the care of public burial grounds, the inspection of 
nuisances, and other incidental expenses. This: 
large cost can not be diminished by any of the pres-. 
ent methods in use, but must necessarily be increased! 
by the growth of population, by hauling to a greater’ 
distance, or by the process of cremation, which is: 
now in use in many of our cities. 

It must be admitted that the storing of this mate- 
rial in our yards, and its subsequent transportation 
through our streets, creates a nuisance of a most dis- 
gusting character, and it seems to me it should not. 
be looked upon by sanitarians as harmless, or as a. 
satisfactory method of disposal, to say nothing of 
the enormous cost to the city. 

It has for many years seemed to me, that the 
kitchen wastes should, by some special provision in 
the kitchen stove, be disposed of as soon as they are 
formed. By this means, all subsequent nuisance: 
and expense would be avoided. 

The other wastes of the city which are now dumped 
into the harbor, and into other bodies of water, or 
upon vacant lots for filling, which are largely com- 
posed of combustible material, should undergo cre- 
mation, and their ashes used for filling. 
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STREET ENGINEERING. 


The construction and care of our public and private 
streets have a sanitary side to be considered, espe- 
cially when we remember the considerable proportion 
of the area of our cities which they occupy, and the 
frequent unsanitary condition in which we find them. 
While the construction of streets is almost purely a 
matter for the engineer, the health officer has fre- 
quent cause to complain of their filthy condition. 
Most streets in all cities present a more or less 
unclean and offensive surface. This condition may 
be due to a faulty pavement, want of pavement, or a 
lack of care, which is supported by a popular notion 
that an unclean and muddy condition of the streets 
has no appreciable effect upon the public health. 
Macadamized streets where much used, are unclean 
and offensive most of the time. 

It would be in the interest of the public health, a 
cleaner atmosphere, greater public convenience and 
economy, if all of the much used streets of our cities 
were paved with material which would present an 
even, durable and non-absorbent surface. 

The private alleyways are not only disowned, but 
generally uncared for by the city. For the most 
part they are found to be unpaved, uncleaned, and a 
source of much complaint. Any attempt on the 
part of the health officer to cause these places to be 
cleansed by the abuttors is attended with great 
difficulty, delay and frequent disappointment. 
would be far better to place these private ways in 
charge of the city, and tax the people for properly 
paving and keeping them clean. 


MORTALITY STATISTICS. 


Under the head of mortality statistics, the health 
officer finds a valuable guide to important sanitary 
work, although it is to be regretted that much of the 
data found under this head is untrustworthy. These 

‘mortality tables, properly prepared will show the 
extent of mortality, and to what extent it is exces- 
sive in any portion of the community, and its rela- 
tionship to age and nationality. They will also show 
us the nature and causes of the diseases which occa- 
sion the excess of deaths and to what extent, and by 
what means, these diseases are preventable. 

This work begins with the physician, and ends 
with the registrar of vital statistics. Many physi- 
cians perform the duty of certifying the cause of 
death with great care and exactness, while others 
perform the same service with very little knowledge 
of the disease of which the person died, and with 
corresponding ignorance of the use and value of cor- 
rect mortality statistics. 

Unfortunately in many States there is no legal 
discrimination between the duties and privileges of 
the educated and the totally ignorant practitioner of 
medicine. The registrar who receives these certifi- 
cates should be a well educated physician, with con- 
siderable experience so as to be able to reject fraudu- 
Jent and worthless certificates. Every one who has 
thad experience in the registration of mortality 
reports, understands how difficult it is to secure cor- 
rect data from irresponsible persons. The cause of 
these shortcomings is partly insufficiency of diagno- 
sis, due either to the difficulties inherent in obscure 
eases, or to imperfect medical training, and partly to 
a lack of conscientiousness in the performance of 
wegistration whose objects and importance are not 

appreciated, 


It 


Obscure cases will occur in the practice of every 
physician, and due allowance must be made, and 
yet after reasonable allowances have been made, 
there still remains a degree of carelessness for which 
there is no excuse. 

It is acommon thing to find on death certificates 
instead of the morbid process which caused death, 
such indefinite information as “disease of bowels,” 
“disease of brain,” “disease of skin,” “stomach 
disease,” ‘‘ascites,” “convulsions,” “dropsy,” “fever,” 
“debility,” “teething,” “inflammation,” “infantile,” 
“heart failure,” and other unlikely causes too nu- 
merous to mention, and which ought never to be used 
upon the records as causes of death. 

In my own city, such certificates are rejected, and 
a competent physician sent to view the remains, and 
consult the family or friends of the deceased for 
information, with which to make a proper certificate. 

It is to be noted, however, that information 
gathered in this way can not be regarded as wholly 
trustworthy, and often results in the statement of 
“unknown cause of death.” 

It would be in the interest of correct mortality 
statistics if the registrar could be authorized, in case 
of insufficient information, to cause such postmortem 
examination by a competent physician as will enable 
him to record the true cause of death. 

An examination of the mortality statistics will 
also betray the fact that we have an excess of deaths 
from contagious diseases and from diarrheal diseases 
among children, and while these facts open up a wide 
field of labor for the municipal sanitary officer, we 
shall have time to mention but a few of the most 
troublesome of these diseases. 


INFECTIOUS DISEASES. 


Smallpox, through the great discovery of Jenner, 
the ease of making an early diagnosis and its perfect 
and easy control by isolation and disinfection, is now 
one of the easiest and rarest comparatively of the 
contagious diseases with which we may deal. 

Now and then our legislatures are obliged to listen 
to the petitions of a few anti-vaccinationists for the 
repeal of compulsory vaccination laws. I have too 
much faith, however, in the intelligence and sound 
judgment of our people to believe that these whole- 
some and necessary provisions will ever be effaced 
from our statute books. 

We should not, however, in the absence of small- 
pox in our country, allow ourselves to grow indiffer- 
ent to the necessity of keeping the susceptibility of 
our people to smallpox exhausted by means of early 
and successful vaccination of infants, and the sub- 
sequent and most important revaccination of adults. 

The mention of cholera, like that of smallpox, 
strikes terror to the people of this country, and while 
the deaths from these diseases are infinitely small, 
the fear of them has served the municipal health 
officer in securing almost unlimited facilities for 
their prevention and control, which means may be 
largely converted to the care of other more common 
and destructive contagious diseases, 

We have in diphtheria and scarlet fever, diseases 
which are not only endemic in most of our cities and 
large towns, and of most difficult control, but dis- 
eases for which there is as yet no known prophylac- 
tic. It is easy to say, and it is equally true, that per- 
fect isolation and disinfection in all cases would 
soon annihilate the two diseases, but here is where the 
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great difficulty begins. Wedo not know where the 
infection is, in a very large percentage of cases, 
and therefore can not make anything like a complete 
application of our disinfecting agents. 

The diagnosis of diphtheria and of scarlet fever is 
not always possible in their early but contagious con- 
ditions, even by our best physicians, but with the 
multitude of ignorant and indifferent so-called prac- 
titioners of medicine, who are called to attend such 
cases, and the many instances of mild attacks which 
do not attract attention, to say nothing of the semi- 
popular pice against the hospitals, we have the 
causes of the lack of information to the sanitary 
officer, the possession of which might lead to the 
control of the diseases. 

These diseases are spread largely by children while 
in the early stages of the illness, or having mild and 
unsuspected attacks, and by those who are prema- 
turely released from isolation through ignorance and 
fraud, and allowed in the &treets and in our schools. 

It would be out of place, as well as presumptuous 
on my part, to delay you at this time with the details 
of necessary public interference which would secure 
a mitigation of the prevalence of these two diseases. 
I will say, however, that I believe in early and con- 
tinued hospital isolation, and that all cases should 
be supervised, and released from isolation only by 
medical officers appointed upon merit by the health 
authorities; the same medical officers to be inspect- 
ors of schools, in which there is much valuable work 
to be done in detecting the early symptoms of con- 
tagious diseases, pointing out the many unobserved 
and growing defects in development and disabled sen- 
ses of the children, reporting to the board of health 
the overcrowded and unsanitary condition of the 
school room, inspiring an interest and pride on the 
part of all teachers to develop an aptitude in detect- 
ing early symptoms of disease, defective senses and 
deformities in children, and in developing a more pop- 
ular interest in the needed reforms in school hygiene. 

At a very small cost, we might bring to bear the 
powerful influence and unoccupied energies of a large 
corps of talented young physicians, aided by over 
thirty-five thousand teachers, for the public and 
individual welfare of nearly thirteen million chil- 
dren in the public schools of the United States. 

Consumption, the most destructive malady to the 
human race in our country, has received the neces- 
sary attention of the bacteriologist. He has demon- 
strated to us satisfactorily, the cause of the disease, 
the methods of its transmission, and the means for 
its prevention. 

I am sorry to say that as practical workers in pub- 
lic sanitation, we have sadly neglected to apply the 
means which we believe would prove effectual in 
largely abating the prevalence of tuberculosis. 

The isolation of all persons suffering from con- 
sumption, would be impracticable and perhaps 
unnecessary, but the use of small sputa cups con- 
taining a disinfectant, at home, and bits of absorb- 
ent napkin used and securely concealed in traveling, 
to be burned or otherwise disinfected on returning, 
should at least be urged by public health officers, 
and popularized as much as possble. 

In this way we should try to counteract the indis- 
criminate and disgusting habit of careless spitting 
in all public and private places, where the sputa are 
soon dried, and in the form of dust, start on the 
mission of deadly infection. 


It is interesting in this connection, to note the 
fact that from experiments conducted with the tuber- 
cle bacilli, the sputa from consumptive patients have 
been found to retain their infective power for sev- 
eral years, also the fact that at a recent international 
congress on tuberculosis, one of the questions dis- 
cussed was the necessity of obligatory cremation of 
the remains of consumptives. 

Earth worms, it was urged, bring to the surface 
bacilli which infest the dead body, and in dry 
weather they may be inhaled in the form of dust. 
This, it is suggested, is the reason why the health 
resorts of the south of Europe are centers of tuber- 
cular contagion. 

Drs. Lortet and Depugnes of Lyons, related cases 
of such infection, and described experiments which 
they made which led them to demand obligatory 
cremation. They mixed the sputa of consumptives 
in earth which they placed in pots. A month later 
the earth worms in them were tubercular, and the 
earth they passed through communicated the disease 
to animals. 

Other experiments were made by placing earth 
worms on the graves of those who had died of con- 
sumption, and it is said the results were confirma- 
tory of the possibility of contagion being conveyed 
in this manner. 


CREMATION, 


It should not be necessary to urge the sanitary 
claims of cremation for dead bodies before an assem- 
blage of intelligent sanitarians. There are in this 
country already thirty-two cremation societies, fif- 
teen crematories, and in the last five years there 
have been over two thousand incinerations. 

Typhoid fever, like cholera, has been studied most 
persistently and profitably in connection with our 
water and food supplies, and we shall have the pleas- 
ure of listening to a discussion of the causation of 
typhoid by infected milk at this congress. 

HABITATIONS FOR THE POOR. 


Tenement and lodging houses are subjects for the 
constant watchfulness of the health officer, and they 
are too frequently found in an overcrowded and 
filthy condition. They are principally occupied by 
the poorest classes of people, including the newly 
arrived emigrant, whose habits of cleanliness are of 
the lowest order. 

It becomes necessary to limit the number of occu- 
pants in such buildings on a rule of a prescribed 
number of cubic feet of space to each individual, by 
placards posted in each room, compelling frequent 
scrubbing and disinfection of floors and walls, burn- — 
ing much of the old bedding, frequently disinfecting 
the remainder by steam, watching them by night and 
prosecuting every violation of your prescribed rules. 

CONCLUSION, 


Turning in conclusion from the more onerous 
everyday duties of the municipal health officer to 
topics of greater popular interest, we find an increas- 
ing growth of public sentiment in all parts of the 
country favoring the municipal provision of large 
public parks, free public baths, small open spaces 
and open air gymnasiums for the enjoyment and 
sanitary welfare of the masses of people whose whole 
time is spent in the toil of our large towns and 
cities. Much of interest and encouragement might 
be said as to the immense patronage and benefit of 
these magnificent privileges if time would allow, but 
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I pass over these and other important topics which, : 


I doubt not, will receive that careful attention and 
discussion their importance demands during the 
congress which is now open. 


ORIGINAL ARTICLES. 


THE TREATMENT OF GRANULAR LIDS. 


Read before the Section on Ophthalmelogs, atthe Forty-fourth Annual 
Meeting of the American Medical Association. 


BY C. B. BLUBAUGH, M.D. 
PARKERSBURG, W. VA. 

Gentlemen:—As an introduction to my article, the 
treatment of granular lids, I will say that I live in 
a portion of the Ohio valley where the soil is very 
sandy for miles from the river on both the West 
Virginia and Ohio sides. To this fact I attribute, to 
some extent, the unusual prevalence of the disease 
in that locality. During the past two years I have 
been so unfortunate as to have had 205 cases of more 
or less severity to treat. Of this number 125 were 
treated with good results by the method I give you 
to-day, and the rest by all the usual plans of treat- 
ment recommended without, in some cases, the suc- 
cess I had hoped for. I find that Druitt, in 1848, 
suggested scarifying the granulations; then, after a 


_ few days, he used lunar caustic on the granulations 


and applied citrin ointment to the palpebral edges. 
In 1836, Mackintosh applied blisters behind the ears 
and dropped wine of opium in the eyes. Gross used 
Goulard’s extract for awhile, but soon quit it, as he 
found that it encrusted the cornea and produced 
mechanical obstruction; he then advised shaving off 
the granulations and applied sulphate of copper or 
& solution of nitrate of silver, twenty to sixty grains 
to the ounce of water. Fenner used a strong decoc- 
tion of phytolacca, and considered the treatment 
especially good where there was a rheumatic diathe- 
sis or severe pain around the eye. Dixon dusted the 
enlarged and inflamed follicles and papille with 
sugar of lead, but relies chiefly on hygiene and tonics 
to improve the general health; he says of all local 
treatment, the application of the undiluted liquor 
potasse to the palpebral granulations, as suggested 
by Dr. Bader, has been most successful. It seems to 
act by saponifying and dissolving away the hyper- 
trophied tissue. Carter uses the lapis divinus daily 
or on alternate days according to the severity, and 
alternating occasionally with tannin or acetate of 
lead. For isolated extreme hypertrophy the actual 
cautery has been used with success. 

The ordinary,general treatment of the disease is ni- 
trate of silver and sulphate of copper. Arlt and Stro- 
meyer called attention especially to the fact that 
these remedies were not intended to chemically de- 
stroy the granulations, but were to be used to main- 
tain a certain degree of hyperemia in order to cause 
their absorption. I think this important fact has, 
to a certain extent, been lost sight of, and they have 
been used to chemically destroy the hypertrophied 
papille. I have seen so many ugly, thick lids, with 
the whole mucous surface a cicatrix, presenting the 
condition known as xerophthalmia, and certainly 
due in a number of cases to the use of these drugs, 
that I have laid them aside entirely. 

In my own treatment the four little instruments I 
have here, play an important part, as with them the 


-chronic granulations are removed. 


No. 1 has a smooth edge and is used to scrape off 
slight granulations where there is no general hyper- 
trophy. 

No. 2 is the same general shape but has a file-like 
edge and is used in more severe cases. 

In everting the lids we frequently find the granu- 
lations thickest and hardest to remove just where 
the lid curves at the edge of the cartilage; here I use 
the curved instrument No. 3. 


No. 4 


Above this, still, and near the retrotarsal fold, 
granulations are frequently found which neither of 
the instruments mentioned will reach; for these I 
use No. 4, which has a long rake set at right angles 
to a shorter one, and will reach the high granula- 
tions without trouble; while the long rake is remov- 
ing the upper granulations the shorter one will 
remove those situated on the curve. Where the 
whole surface of the lid is hypertrophied presenting 
a gelatinous, granular mass, I have had, occasion- 
ally, to use the scissors. After removing the granu- 
lations as thoroughly as possible, 1 give my patient 
a simple astringent wash, regulating its strength by 
the severity of the case; a lump of alum which I 
direct to be rubbed on the everted lid as the case 
may demand and let him go home. In some very 
kind cases I have had to see the patient but once; 
in a number of them two to eight visits have been 
necessary. In all my cases I look to the general 
health of the patient and, unless some special dia- 
thesis is present, I have found the best tonic to be a 
mixture of phytolacca and rumex crispis, especially 
where the cornea is involved. In the majority of 
trachoma cases, pannus is present to a greater or 
less extent. For such a condition where the cornea 
persists in remaining opaque, inoculation with pus 
from an active case of ophthalmia has been tried and 
with some success, as has also the jequirity bean, 
abrus precatorius, a Brazilian plant. Griiening 
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scrapes the cornea with a small knife, removing the 
opacity. Where these all fail the cornea remaining 
opaque and vascular, peritomy or syndectomy has 
been done by a number of operators. In my own 
practice I have used jequirity bean twice; in one 
case the result was all that could be desired. In 
the other I had to work so hard to save the eye that 
I have not since entertained a kindly feeling for 
our Brazilian acquaintance. In my other cases of 
pannus, from slight to total, I have had my patient 
spray the eye with a solution of tannin and boracic 
acid in glycerin and camphor water daily, and in 
addition wash the eye twice daily with a bichlorid 
solution. A large number of cases of pannus vas- 
culosa disappear when the granulations are removed 
without any special treatment. The results have 
been peculiarly satisfactory in all the cases and the 
point I wish to make, in closing, is the fact that I 
have used neither nitrate of silver nor sulphate of 
copper in any case. Of course I scrape off the gran- 
ulations only in chronic trachomatous cases. 

40714 Market Street. 

Dr. J. L. Toompson—I would like to know if when a case 
comes to us in the first stages we should commence hoeing 
and scraping at once? In other words, should it be done in 
the acute stage of the disease, or only after it has become 
ehronic? 

Dr Scorr—I can see no advantage in this treatment over 
that of expression. It is simply carrying out the same 
thing, and I am sorry to say that this plan of treatment has 
not been satisfactory with me. I have used it fully a dozen 
times, but with very little satisfaction, and in each case had 
to resort to the jequirity to obtain the desired result. 

Dr. LEMonp—I think I have treated within the last year 
near one hundred cases of chronic granular conjunctivitis, 
a number of which have been treated with Noyes’ method 
of operating. I press the follicles, squeezing the morbid 
contents of the parts, doing it gently but firmly. I always 
avoid, as near as possible, not to tear or lacerate the con- 
junctiva. The sooner you get rid of the spurious material 
the better it will be for your patient. I usually follow this 
operation with a mild solution of bichlorid of mercury, 
using it as a bath for the eye about every three hours. I 
also direct my patient to use hot water, as hot as can be 
borne, from nine to ten times a day five minutes at a time; 
I find it very much better than cold water in these cases. 
Where I have not followed with the bichlorid treatment I 
prescribe a saturated solution of boric acid which I think 
also acts nicely. Among these cases I have had the very 
best results from this course of treatment. I think in all 
cases that have assumed a frog pawn condition we should 
have no hesitancy in resorting to Prof. Noyes’ compression ; 
in fact, I think it is the rational thing to do. I am aware 
that some oppose this method of treatment, but so far as I 
have found, among those who oppose it are men who have 
done the operation possibly once and in some instances not 
a single time. 

Dr. MurRELL—In my practice I have had many cases of 
granular lids. I think we have more cases of this trouble 
and in a worse form in the South and West than in the East. 
The oculists being few and hard to reach they go on without 
treatment until the disease gets in its worst form. They 
come to us with lids shortened and suffering with blepharo- 
spasm and we find it necessary to relieve the pressure by 
performing a canthotomy; I have never performed it on 
any case where I have regretted it and have had as many 
as two hundred cases of granular lids myself during the 
year. The treatment used is such as is suited to the par- 

icular case. In suitable cases I use Knapp’s expression 


forceps principally, semetimes Noyes’, but the grattage I 
do not like. Not every case is suited to the forceps treat- 
ment. I have cured many cases by one single treatment 
with the forceps, followed by the use of the boracie acid 
solution four times daily. I then direct the patient to use 
hot water as hot as can be borne three times a day letting 
it remain for half an hour at a time. There are various 
other remedies we resort to but to be successful with any 
of them we have to first relieve the pressure on the eyeball 
by performing a canthotomy. 

Dr. DuntAvy—It is my misfortune to meet a great num- 
ber of granular lids. It appears to me that there can be no 
law laid down as to how to treat a considerable number of 
them. There is a certain class that can be treated success- 
fully by the conservative method, while there is another 
class in which nothing short of surgical interference will 
be of any effect. I use Knapp’s forceps, Noyes’ forceps or 
any forceps that I have in my case, my thumb nail or any 
other means by which I can destroy the granular tissue. I 
am not one of the number who believe the subsequent reac- 
tion is beneficial, but we can not expect to do any surgical 
work without this reaction. The method of surgical inter- 
ference, that of making a canthotomy, as referred to by Dr. 
Murrell is often one of the best steps where there is pressure 
from the lid, and we can not do it any too early. If the 
granulations are at all chronic we might begin with our 
surgical means at once. A class of cases kept well under 
antiseptic treatment will give very little trouble. With 
regard to patients getting well with one application we 
have all seen them get well with scarcely any treatment 
at all. 

Dr. Prince—We all have our views as to the surgical 
treatment, but if a case comes to us and we have it in the 
acute stage it seems we ought to do something for it before 
it finally gets to the chronic stage. About two years ago 
my attention was called to a paper published in the Oph- 
thalmic Record by Dr. Hodges in which he recommended the 
following remedy for granulated lids: There are two solu- 
tions used; nitrate of silver 1 dram, water 1 dram and gly- 
cerin 2 drams, marked No.1. Iodid of potash 1 dram, water 
ldram and glycerin 2 drams, marked No.2. Take 3 drops 
of No.1 and 6 drops of No. 2; mix well and apply to the 
everted lid. I am not sure whether there is anything in the 
iodid of silver or not, but Iam sure from two years experi- 
ence that in acute trachoma by the use of this remedy twice 
a day a cure is effected in a considerable portion of the cases 
within six weeks. 

Dr. Savace—I will say that the Hodges’ mixture has been 
a wonderfully good treatment in my hands. I hardly know 
how I could have gotten on without it. We not only have 
the iodid of silver and the iodid of potassium in the solution, 
but we have a third ingredient, the nitrate of potassium, as 
a result of the reaction. Thinking that the virtue of the 
mixture might be due to the germicidal effect of the nitrate 
of potassium, for three months I have been prescribing this 


‘alone with a view of deciding this point. My experience 


in the use of the nitrate of potassium alone for this period 
of time strengthens my belief that Hodges’ mixture has for 
its effective ingredient the nitrate of potassium. I useit in 
the strength of grs. xx to xxx to distilled water 1 ounce 

Dr. Muncaster—I have seen a number of cases treated 
with expression and the conclusion I have come to is that 
Knapp’s roller forceps have been better than anything I 
have ever seen. After the operation I give the patient a 
solution of boracic acid and direct that it be used every few 
hours during the day, and also direct him to use hot-appli- 
cations several times daily, and have usually gotten good 
results. 

Dr. Dupiey 8. Reynotps—I fear the gentlemen have con- 
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founded widely different conditions, and have entirely over- 
looked the question of the stage of advancement at which 
the treatment begins. I use no scarification, no scraping 
and no cauterizations. In the trachomatous and lymphoid 
forms, expression by Knapp’s forceps undoubtedly proves 
successful in many cases. The hypertrophoid papille of 
the lining of the lid and retrotarsal foids are not to be 
treated this way without great aggravation of the disease, 
In the first stages of papillary blepharitis I prefer the solu- 
tion of bichlorid of mercury and chlorid of ammonium, 
suggested by McKenzie as a cleansing wash in purulent 
conjunctivitis. As the purulent conjunctivitis always pre- 
cedes hypertrophy this may be recognized as an entirely 
rational plan of treatment, varying the proportions of the 
bichlorid and ammonium chlorid. I often apply the crys- 
tal of muriate of ammonium directly to the everted lid, 
pressing it gently but firmly for a few seconds at a time. 
This may be done without pain by a previous application of 
a solution of cocain. In some chronic cases an ointment of 
the yellow oxid of mercury acts well. I know of no uni- 
formly successful plan. I, nearly always,as Dr. Murrell 
has suggested, practice some modification of canthotomy 
in the very bad cases whether acute or chronic. 

Dr. BLusavau—I think I have been a little misunder- 
stood in regard to the use of these instruments. I do not 
use them in every case of granular lids, but I have not used 
nitrate of silver or sulphate of copperin any case. In answer 
to Dr. Thompson I will say that I do not do the hoeing and 
scraping in recent cases. I have in a number of cases used 
some mild astringent wash and if these granules remain I 
rub the lid with a lump of alum. There are a number of 
cases in which this is successful; but in other cases where 
the granulations remain I pick up my little hoe and go at 
it. Dr. Baker said the cases were a little ‘more numerous 
in our part of the country than in Cleveland. We have 
in our country that light, sandy soil and I think that starts 
cases which develop later on into granular lids or trachoma 
from lack of any treatment or attention. A large number 
of these cases were from a portion of the State far from a 
railroad and where physicians were not numerous. Quitea 
number had been affected for years and had had absolutely 
no treatment. I would like to ask Dr. LeMond andalso Dr. 
Reynolds if they have any cicatricial tissue after pressing 
out the granules with Knapp’s forceps? 


PHLYCTENULAR OPHTHALMIA. 


Read in the Section on Ophthalmology at the Forty-Fourth Annual 
Meeting of the American Medical Association. 


BY DUDLEY 8. REYNOLDS, A.M., M.D. 
PROFESSOR OF OPHTHALMOLOGY, OTOLOGY AND MEDICAL JURISPRUDENCE 
IN THE HOSPITAL COLLEGE OF MEDICINE, MEDICAL DEPARTMENT 
OF THE CENTRAL UNIVERSITY OF KENTUCKY. 

Phlyctenular ophthalmia has been so variously 
described by writers and teachers it would seem but 
fair to assume that each may have been faithful in 
describing that form most frequently observed in 
his practice. Believing no form of phlyctenular 
ophthalmia should be regarded as a merely local 
form of disease, calling for local treatment alone, I 
am led to introduce the subject in its clinical 
aspects. It is certain the herpetic disease described 
by Stellwag is just as much a local manifestation 
of constitutional dyscrasia as are the serpiginous 
ulcers, or the more common conoidal masses of 
lymphoid cells described by the old writers as scrof- 
ulous and syphilitic ophthalmia. It is very impor- 


tant to distinguish between the phlyctenular dis. 
eases of miasmatic and malarious localities, and 


those observed in strumous, rachitic and syphilitic 
subjects. According to some writers it would be 
difficult to determine the syphilitic from the non- 
syphilitic cases; but syphilitic keratitis rarely 
ulcerates, yet it is nearly always attended by photo- 
phobia, by anemia and other manifestations of dis- 
turbed nutrition. In all forms of circumscribed 
inflammation it may be fairly assumed the processes 
of zymosis are going on, fermentation being, in fact, 
an essential feature of all localized inflammations. 

Change of residence, change of diet, in fact, any 
change in the modes of living result sometimes 
beneficially. Phlyctenular disease of the cornea, 
like that of the limbus conjunctivalis, fluctuates 
according to the state of the patient’s general health 
and nutrition; consequently a great deal has been 
claimed for local treatment in such cases. In some 
circumscribed abrasions of the corneal epithelium 
a small gray speck is seen, called phlyctenular kera- 
titis, often cured by a single drop of atropin solu- 
tion, just as it would have been by a drop of boric 
acid solution or anything which would tend to 
diminish the morbid sensibility in the abraded spot. 
The more common types of this disease are observed 
in the early stages as conoidal elevations, sur- 
rounded by dilated blood vessels. The oldest cells 
in the cone break down first, leaving a vesicular 
appearance at the apex of the cone; presently the 
walls of the vesicle rupture and the ulcerated stage 
is present; meantime the eye is morbidly sensitive 
to light and the patient, if the disease be in the 
cornea, is harassed with pain and disturbances of 
the digestive organs with more or less loss of appe- 
tite. An aperient containing calomel followed by 
quinin often cures the patient in three or four days’ 
time I have frequently observed this cgurse in 
cases which had been subjected for weeks to local 
treatment of calomel, mydriatics, myotics and oint- 
ment of yellow oxid of mercury, s0 much in vogue 
with some of our brother specialists. 

Foreign bodies in the cornea often drop out and 
are washed away with the tears, leaving an epithe- 
lial abrasion which in persons of previous good 
health will disappear without treatment. If infec- 
tion of this wound should occur the indications of 
this state are so marked as to mislead no ordinarily 
careful clinical observer. The treatment in such 
cases should, of course, be local and at the same 
time vigorous. If, however, this is observed in chil- 
dren with fever, or even in an adult, constitutional 
disturbances call for constitutional treatment inde- 
pendently of the disease in the eye. 

It is not always easy to discover the cause of 
phlyctenular ophthalmia, just as it is often difficult 
to determine the syphilitic from the non-syphilitic 
subjects among the poorly nourished children which 
are observed at the public clinics everywhere. It is 
never safe to rely upon what is known as the his- 
tory of the case as related by the family, and if I 
were not addressing myself toa body of gentlemen 
many of whom have at times engaged in the general 
practice of medicine, I should say the statements of 
the family physician are just as misleading and 
unreliable. 

If your patient is the subject of inherited syphilis 
and has phlyctenular ophthalmia you should not be 
able to discover the fact by the condition of the eye 
alone. I have often observed phiyctenular keratitis 


as acomplication of preéxisting interstitia! keratitis. 
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Thus the conditions stated in the description of 
inherited syphilis in Mr. Hutchinson’s famous prize 
essay, can not apply to a very large number of cases, 
and especially in children whose permanent incisor 
teeth have not yet appeared. 

That state of overloaded lymph channels, with 
enlarged lymphatic glands, at one time supposed to 
be indicative of tuberculosis or inherited syphilis, 
and for a long time denominated scrofulosis, is now 
known to be brought on by excessive indulgence in 
the glucose types of food; even starvation itself is 
attended by an abnormal increase in the lymph 
stream, and enlarged lymphatic glands. 

The late Dr. Henry F. Formad, of the University 
of Pennsylvania, demonstrated certain structural 

culiarities in the lymphatic system of subjects of 


inherited syphilis, the children of tuberculous 
parents, and in those with acquired strume. His. 
researches show conclusively that some of the forms 
of mal-nutrition in infants result from faulty devel- 
opment in fetal life. 

Inherited syphilis, localized zymosis, mechanical 
obstructions in the capillary lymph tubes of the con- 
junctiva may each set up local changes which pass 
through all the varying stages of cell proliferation, 
disintegration, ulceration, and partake of those char- 
acters called phlyctenular disease, because of their 
circumscribed nature. 

Dr. J. L. Toompson, of Indianapolis—The causes and condi- 
tions which bring about phlyctenular inflammations vary 
very much. I meet with it far more frequently during the 
hot summer months than in the winter. Living in an 
inland city where we have many sultry days and sleepless 
nights, cases of phlyctenular ophthalmia are the bane of 
childhood, especially where the strumous diathesis prevails. 
I place no reliance in any one remedy unless it be change of 
climate. When my patients have the means to do so,I urge 
upon them a change to the lakes, the mountains or to the 
coast. Nosooner is this change made than improvement takes 
place. Where my patients are poor I urge upon them to keep 
as cool as possible, cleanliness, avoiding indigestible food, 
eandies and all such trash. Yellow oxid of mercury oint- 
ment in cases where the cornea is not ulcerated, and treat- 
ment to the alimentary canal when indicated. Very often 
does this diseased condition hang on with one relapse after 
another until autumn weather sets in, nor does it stop here 
but repeats itself the following summer. 

Dr. F. C. Hotz—I do not agree with Dr. Reynolds that 
phlyctenular ophthalmia is of syphilitic prigin in the sense 
in which we regard interstitial keratitis as a local mani- 
festation of inherited syphilis. Phlyctenular ophthalmia 
is undoubtedly influenced by any kind of malnutrition, 
and the treatment of these patients is unquestionably 
assisted by correcting any disorder of the digestive organs 
or any other condition which may affect the nutrition. But 
local treatment is by far the most essential measure for 
subduing the present inflammation. 

Dr. Connor—The best treatment of many cases of phlyc- 
tenular disease of the conjunctiva or cornea is a residence 
in a well conducted children’s hospital. Results are here 
obtained in a few days that require weeks or months of very 

many of these cases. Proper food, slet p, pure air and regu- 
larity in treatment are very real factors in these results. 
Of course, local and general medication are helpful, but the 
most efficient remedy is a dose of a good children’s hospital. 
I have found this same remedial agent a most satisfactory 
element in the management of many of the allied affections 
of the eye in children. 


Dr. ZeEIGLER—My experience coincides with that of Dr. 


de Schweinitz. The immediate origin of phlyctenular 
attacks is almost always nasal, and not constitutional, as 
stated by most authors. Examination usually reveals asso- 
ciated lesions of the nostril and eye of the same side. If you 
treat the nose the eye will frequently recover without treat- 
ment. A simple treatment is by the nasal spray, and intra- 
nasal applications of tr. benzoin. comp. two or three times a 
week, (applied with cotton on a wire applicator.) You may 
use a simple wash for the eye. An ointment of hydrarg. ox. 
flav. may prove useful. 

Gastro-intestinal disturbances may originate or exagger- 
ate the attack, by causing reflex irritation of the nose. 

Iagree with Dr. Thompson when he recommends regu- 
larity of diet, and especially in children who are continually 
eating cakes and candies which perhaps do more harm than 
any other variety of food. But a worse error in diet is the 
coffee and tea furnished by parents to their children, which 
soon saps their vitality. The worst examples of this unhy- 
gienie regimen are seen in hospital practice, and my formula 
has invariably been “no tea, no coffee, no cakes and no 
eandy.” These alone may bring recovery. Of course the 
bowels should be kept regular. Salt water baths are excel- 
lent for toning up the relaxed surface of the body. 

Dr, LeMonp—It seems very singular indeed that a body of 
men, banded together in the same work and being composed 
of the very best men in different parts of the country, would 
have such a variety of views concerning the same subject. 
And yet it is true. 

I believe in trying to build up the general health in this 
phlyctenular trouble and the child, I tell the mother, should 
be bathed and rubbed down thoroughly twice a week, until 
a good healthy action is brought about by the skin, to give it 
good substantial diet, light supper but lots of good sweet 
milk. In regard to local treatment I use, usually, the yel- 
low oxid of mercury ointment. I apply this from three to 
six times a week, owing altogether to the severity of the 
case, and if there is much photophobia and inflammatory 
action I prescribe also atropin, instilled into the eye, three 
or four times a day so asto guard against any ciliary com- 
plications. 

I protect the eye with dark glasses or by keeping the child 
in doors during the day and have it take its exercise in the 
twilight of the evening. If this does not arrest the ulcer in 
a few days I apply directly to the ulcer, once a day, a solu- 
tion of argentum nitras, neutralizing the amount that might 
reach the healthy tissue with a solution of chlorid of sodium 

Under this course of treatment, from one to three weeks, 
my patient usually gets well. I have,in a few instances, 
applied the galvano-cautery and have got very good results 
from that treatment. However, in the majority of cases I 
think this latter treatment a little too heroic. 

In applying the yellow oxid of mercury,if you will mix a — 
drop or two of water with the same amount of mercury it 
gives us a perfectly smooth solution, which it is impossible 
to obtain by simply mixing with the vaselin. 

Dr. Murre_tt—lI use the yellow oxid locally and have 
frequently had complaint from its use. In reference to the 
method of preparing the yellow oxid I think I can suggest 
something better than mixing the powder first with water 
and then with vaselin. My druggist for a long time used this 
method but at my suggestion substituted olive oil instead, 
which readily blends with the fatty excipient and gives a 
uniform ointment. 

In concluding the discussion Dg. Dupiey S. Reynoups said: 

Mr. President, I am quite surprised that Dr. de Schweinitz 
should have misunderstood my remarks in reference to 
syphilis. I am sure no one would make a diagnosis of syph- 
ilis from any peculiar appearance presented in any form of 
phlyctenular ophthalmia by reference to the eye alone. 
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I have seen cases which I felt sure were due to syphilis, 
but other manifestations of syphilis, so distinctly character- 
istic as to leave no room for doubt were present, without 
reference to the disease of the eye. 

I quite agree with Dr. Gradle that nasal diseases are fre- 
quent complications, upon the relief of which, the success- 
ful treatment of the eye depends. 

My neighbor, Dr. Thompson, points out the value of cli- 
matic changes. He frequently observes a large number of 
these cases in the early summer, and if he is able to induce 
the parents to take the child away from the city, and 
remain until fall, he frequently finds no other treatment 
necessary. I feel impressed these cases fall into the hands 
of general practitioners, and get quinin, iron, the iodids, 
baths, outdoor exercise, and the mineral waters, which, with 
change of diet bring on such improved states of nutrition as 


to completely remove the constitutional dyscrasia, upon |: 


which the local disease in the eye depends. 

Dr. Connor of Detroit, expresses an important truth in 
his statement that hospital cases frequently relapse on 
returning home, and speedily recover when subjected to the 
hygiene and improved diet of the hospital. 

Eczematous eruptions of the face, and especially about the 
eyelids, should be treated as complications merely, and not 
as causes of phlyctenular disease; the yellow oxide of mer- 
cury ointment is no doubt valuable; in fact Iam sure it is 
in eczematous complications, and in some chronic ulcerated 
forms of keratitis, but those are not to be counted as ordi- 
nary types of phlyctenular disease. 

The point I tried to make plain in my paper is, that all 
local diseases known as phlyctenular ophthalmia, not 
clearly due to traumatic causes, should be regarded as local 
manifestations of a constitutional dyscrasia, that constitu- 
tional treatment is always demanded, and local treatment 
if applied at all, should be mild and soothing, and never 
stimulating or irritating in character. 

Syphilitic cases are to be known by other manifestations 
independently of the disease in the eye, and call for certain 
modifications in the constitutional treatment only. 

Dr. GRaADLE—A number of cases of phlyctenular ophthal- 


mia will get wellas quickly whether treatment be applied| 


or not. In other cases local applications change the course 
of the disease in such a decisive manner for the better, that 
no doubt can occur as to their efficacy, In many of these 
cases where we can get definite history we will find that 
the phlyctenular keratitis is preceded by a purulent 
rhinitis, and by proper attention to the nose the patient 
will often recover more promptly than if the nasal trguble 
is ignored. Others are caused by adenoid growths in the 
pharynx and the removal of same very decidedly affects 
the case. 

While admitting the great importance of proper hygiene, 
rational diet, fresh air and baths in the prevention of 
relapses I can not say that any personal observation of mine 
or statements by others have ever seemed to me conclusive 
as to any influence of so-called constitutional treatment 
in the course of the attack. 

Dr. pe Scuweinitz—If I correctly understood Dr. Rey- 
nolds that inherited syphilis was one of the causes of 
phlyctenular ophthalmia, I doubt if evidence to prove this 
assertion can be produced. In so far as the treatment of 
phlyectenular ophthalmia is concerned, which I prefer to 
denominate phlyctenular kerato-conjunctivitis, while agree- 
ing with all that Dr. Reyrfolds has said concerning the 
advisability of good food, hygiene and proper diet, I believe 
local measures are of the utmost importance. I am partic- 
ularly impressed with the necessity of treating the naso- 
pharynx in cases of phlyctenular ophthalmia of relapsing 
character, not alone because of the almost constant associ- 


ation of catarrhal rhinitis, tumefied turbinals, or adenoid 
vegetation, which of themselves are probably causative 
factors, but because their removal often suflices to remove 
the disease, to prevent a relapse and directly to improve 
the whole physical constitution of the patient. The dis- 
orders of dentition bear some relationship to phlyctenular 
keratitis. Borrowing an expression from Harrison Allen, I 
would advocate the exploration of the entire “cephalic 
mucous membrane” whenever this disease is manifest, and 
the correction of any anomalies which may be discovered. 

In closing, I would refer to the relation of astigmatism to 
this disease as taught by Martin of Bordeaux, who has 
pointed out that phlyctenular kerato-conjunctivitis is com- 
mon at that age of life when the habits of the child become 
such that the effects of accommodative strain, the result of 
an astigmatic cornea, are likely to become apparent. 

Dr. Baker—This is an important subject to the practical 
ophthalmologist and is one on which I should like to see 
more stress laid as to the general treatment. The main 
thing in the treatment of phlyctenular ophthalmia is the 
improved general health of the child. and it is not from any 
direct interference with the eye. I think the best thing 
that can be done is to take these children away from their 
families aud put somewhere where they can be treated and 
dieted just‘as you would have them. I believe that one of 
the best remedies is arsenic in small doses; one drop three 
times a day of Fowler’s solution. 

Dr, Gisson—I wish to say only a word on this line, in 
regard to the diet of children. I think this a very impor- 
tant point, at least it has been in my experience. Weshould 
study the diet of the children; then we know how to get 
at the treatment. If we take away from a child what it 
likes it is not going to do well. We may give maltin or 
extract of malt to aid in the digestion of starches. Let 
them have their bread and potatoes. Cod liver oil wil} 
supply the food in the line of meats. You can get most 
children to use cod liver oil without trouble. 
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Progress is the watchword of ophthalmology, and 
we all wish to avail ourselves of the garnered har- 
vest of the bacteriologist, and apply his well ascer- 
tained facts to the orbital corner in which we are 
specially interested. So much ink has been used; 
so many brains employed for so many years on this 
threadbare subject of purulent conjunctivitis that it 
would seem to be an act of supererogation to again 
ask attention to it. Yet when we consider its vast 
importance as a frequent cause of blindness, another 
modest effort to simplify the apparently different 
conclusions of equally authoritative observers is 
excusable, 

Further than a bare hint that the gonococcus oc- 
casionally resides in the discharges of an efflores- 
cent purulent ophthalmia, little is usually mentioned 
of this specific microbic cause in the great mass of 
contemporaneous literature. It would seem that 
since Neisser' of Breslau, in 1879 discovered this 
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diplococcus, the peculiarities of its existence, growth, 
action and habitat have not been as wniversally con- 
sidered by our clan as the importance of the subject 
demands, and to this fact is mainly answerable the 
diverse methods of treatment of the results of this 
potent microérganism. It is, therefore, in the liter- 
ature of the genito-urinary tract that we find our 
richest rewards of observation, and in the subsequent 
lines the statements made are largely drawn there- 
from. 

As special students we must extend our observa- 
tion to all the data of the microbe under considera- 
tion, for it is now scarcely contestable that the ma- 
jority, if not’ all, the cases of purulent conjunctivitis 
are produced by this coccus,—as proven by careful 
microscopical research; and through cultivation or 
implantation experiments by competent bacteri- 
ologists. 

This bacterium is variously described as sphe- 
roidal,* ovoidal, hemispherical‘ or biscuit-shaped with 
one surface flattened. It appears in pairs, or mul- 
tiples, with the flattened surfaces toward each other, 
hence a diplocoeccus. It multiplies by elongation 
and division, and a single’ germ gives rise to a col- 
ony. In size it varies with age but its usual dimen- 
sions are about 1.6 micro-millimeters from* pole to 
pole, and in width about 0.8 to 0.6 micro-millime- 
ters. It thrives on mucous surfaces, and best on 
those covered with a cylindrical or a modified cylin- 
drical epithelium. It stains readily with the basic 
anilin dyes. Pus spread out in a thin layer on a 
cover glass, dried naturally, passed rapidly and 
momentarily through a spirit flame to coagulate the 
albumen, immersed for one minute in a solution of‘ 
1 part methyl-blue, 33 parts alcohol and 66 parts 
water, then well washed in water, dried carefully, 
and mounted in (turpentine) balsam or glycerin, 
and examined with a magnifying power of 450 or 
more diameters will demonstrate the blue-stained 
microbe, if present. Steinschneider,* however, 
regards Gram’s” method of staining microdrganisms 
as necessary to the satisfactory study of the gono- 
coccus, as a positive characteristic of it is that by 
this plan it is not stained, “while nearly all other 
diplococci found in the urethra are colored thereby.” 
Roux’ also agrees with this conclusion after a study 
of eighty-six gonorrheal patients, and Senn adds: 
“The entire certainty of this test is rendered abso- 
lute by the observation of the further characteristic 
of the gonococci, namely, that they are found within 
the pus corpuscles.” 

Dr. J. Schutz" of Frankfort, advocates a method 
of staining that depends on the known resistance of 
the gonococcus to acetic acid after being colored with 
methyl-blue. Preparing the cover glass in the usual 
way it is allowed to remain for five to ten minutes 
in a cold, filtered saturated solution of methyl-blue 
in 5 per cent. carbolic water. It is then water 
washed and dipped for one moment, or until one, 
two, three, can be counted, in acetic acid water (acid 
acet. dil.mv: aq. 20 cc.) and immediately washed in 
pure water. The acetic acid decolorizes all other 
organisms except the gonococcus which remains dis- 
tinctly blue: “Double staining with safranin can 
now be done when the gonococci and epithelial cells 
show a blue color, while the pus cells and their 
nuclei are found salmon colored.” 

Experimental cultivation of the gonococcus is dif- 
ficult save in the serum of human blood, or less well 


in animal serum, either solidified by sterilized gelose 
(M. Hueppe”). Inoculation with pure cultures” 
invariably produces gonorrhea in man. In drying 
the microbe loses its virulency, and pus containing 
it after dessication, fails to produce the specific" 
inflammation either when applied dry or when 
moistened with water. Again, the microbe does not 
long retain its virulency when kept moist, yet 
removed from its chosen soil, for Welander in four 
implantation experiments made three with pus from. 
one to several days old and in these the results were: 
negative. In the fourth the pus was removed only 
three hours before and kept at body temperature, 
and on the third day after implantation smarting 
was complained of, and two days later a typical 
gonorrhea developed. Two experiments in which 
the pus was exposed to a temperature near freezing 
resulted negatively. Wertheim, however, claims 
that their virulency is not lost rapidly in artificial 
culture media, for he found a four weeks’ culture in 
human blood, still very virulent. He says the 
microbes must be protected against dessication and 
that they develop better when protected from oxy- 
gen.” The artificial cultures grow only at body 
temperature and the colonies readily die off. Sub- 
cutaneous injection of gonorrhea] pus in animals 
produced no reaction” and .in twenty-four hours 
afterwards the cells remained unchanged but the 
gonococci had disappeared. Wertheim" claims that. 
it can produce peritonitis in some animals and he 
found the microbe in the walls of the abdomen, 
in the epithelium and connective tissue, and that 
it travels like other pyogenous germs by way of 
the lymphatics. 

During research the gonococcus has been found in 
the urethra, bladder, kidney, perimetric abscesses. 
following gonorrhea, in the purulent contents of 
joints in gonorrheal synovitis, in the conjunctiva,. 
rectum, uterus, cervix, vagina, vulva and in Bartho- 
lin’s glands. Its principal habitat in the pus cor- 
puscle is more important than its diplococcus form. 
When implanted on the mucous membrane of the 
urethra or on the conjunctiva, its first growth takes. 
place upon the epithelial layer and the deeper parts. 
are not invaded until, by inflammatory or chemo- 
tactic changes, the intercellular cementum has been. 
dissolved, thus loosening up the epithelia and open- 
ing up inter and sub epithelial passages. Without. 
these changes deep or sub-epithelial infection can not. 
occur, and Bumm” claims that on account of the: 
dense, compact epithelial layer of the adult vagina 
that a true gonorrhea of this tract is impossible, 
while it may occur in children. He further states 
that: ‘The stratified epithelium of the bladder is 
impenetrable to the gonococcus.” In the incipient 
stage of infection the secretion is merely an exagger- 
ated physiological one of thin mucous fluid some- 
what serum-like in appearance, and containing 
mainly exfoliated epithelia and a few pus cells with 
the diplococci present on the surface of the epithelia 
and a few are found within the pus cells. Soon the. 
microbe penetrates the sub-epithelial lymph spaces. 
and the inflammation extends more deeply and after 
the second or third day the secretion becomes profuse 
and contains fewer epithelia with pus cells greatly 
in excess, and from 2 to 8 per cent. of the latter con- 
tain gonococci and usually two or more in a corpus- 
cle. From now on the pus cells increase relatively 
in number to the epithelia, and more of them con- 
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tain the microbe until 20 per cent. possess them. 
When the subacute stage is reached the epithelia in- 
crease in number and the pus cells become fewer yet 
agreater proportion of the latter contain the gonococci, 
and more numerously. In the fourth week the epi- 
thelia are most numerous and possess the microbes 
while the pus cells are few. It is claimed that the cell 
nucleus can be invaded, and that the cell may also be- 
come distended and ruptured by the number of the 
contained cocci. Extra-cellular gonococci are also 
plentiful. Human serum we have noted as the choicest 
medium for their growth, hence the virulency of 
this infection in purulent conjunctivitis. 

This bacterium produces suppuration only on con 
tinuous mucous surfaces, and it results from the 
irritative effect on the tissues of the absorption of 
the chemical substances produced by them, because 
pus cells emigrate to the surface before the microbes 
have reached the vascular layer. These same pus 
cells are but dead embryonal cells, or leucocytes, at- 
tracted by phagycytosic action to the infected focus 
in order to prevent the ingress of the cocci, or to 
destroy them, and by embodying them within their 
own walls they become ptomaine poisoned them- 
selves and destroyed. The inflammatory exudation 
of cells, fibrin, and serum tends to loosen up the 
epithelia and aids their exfoliation. Cessation of 
suppuration is not synonymous with stoppage of in- 
fection for increased irritation may again arouse the 
chronic inflammatory process still present. 

The gonorrheal micrococcus and that of purulent 
ophthalmia are now almost universally conceded to 
be identical. Prof. Haab” of Zurich, claimed. “ That 
the gonococcus is always present in the secretions of 
purulent ophthalmia and that it is never present in 
the simple inflammatory, or catarrhal form.” Wid- 
mark” examined the secretion in twenty-four cases 
of purulent ophthalmia and found the cocci in most 
of them, free in the secretions, in the pus and the 
epithelial cells. He believes that during the incuba- 
tive stage the microbes are only attached to the epi- 
thelial cells. This latter observation is in line with 
that of other examiners and most forcibly suggests 
an early, rational and effective treatment while the 
specific microbic cause is encompassable and before 
its ptomaine poisoning of the tissues has resulted in 
serious complications—due to impairment of their 
normal physiological resistance. Before exudative 
and immediate pressure have resulted in cellular ne- 
crosis and molecular death of the ocular tissues, thus 
producing an infection atrium for the entrance of the 
ordinary pyogenic microbes. Here the omnipresent 
streptococcus, and may be the staphylococcus, often 
take up the work of ocular destruction after the gon- 
ococcus indirectly has opened the doorway of tissue 
infection and reduced the resistance of the remain- 
ing cornea, and alas! they too often never end until 
the visual organ is utterly destroyed. That the gono- 
coccus is a pus microbe in the usual sense is still 
debatable ground, yet cases,have been recorded where 
this microbe has entered the circulation and _ pro- 
duced metastatic abscesses after mural implantation 
in parts distant from the original focus. In these 
now numerously recorded cases of systemic infection, 
with septico-pyemic symptoms and occasionally 
fatal results, we have most often only the fever and 
the locus minoris resistenti# produced by the absorp- 
tion of the toxins of the gonococcus, followed by 
the localization of the floating pus microbes in the 


sclerosis and atrophy of the glands. 


affected tissues of various regions of the body. In 
short, a secondary infection. The gonococci have, 
however, been demonstrated in the contents of such 
abscesses, and are also found in the effusions into 
the joints of gonorrheal rheumatics, and in the blood 
of such patients. 

This condition of secondary infection suggests the 
query of the harmonious co-existence of the pyo- 
genous microbes and gonococci on the same site. 
Here there appears to be apparently contradictory 
statements. 

That secondary infection can occur was first posi- 
tively proven by Breiger” ard Ehrlich in 1882, where 
the pathological product of one infection aids in the 
localization of another kind of pathogenic germs,— 
one microbe preparing the soil for the growth of the 
other. The gonococcus it is claimed,” can so change 
the resistance of the tissues of the genito-urinary 
tract, of women especially, so that an easy invasion 
of pathogenic microbes occurs. As an example is 
given by Bumm a pure gonorrhea of the vulvo-vaginal 
glands which after the suppurative stage remains 
chronically inflamed for months and is followed by 
But if a puru- 
lent infection is added the gland enlarges and sup- 
purates but the contents of the abscess possess no 
gonococeci: “The pus only contains the pyogenic 
staphylococcus, which has exterminated the gono- 
coccus.” Bumm also claims that a cystitis follow- 
ing a gonorrhea; that a suppurative parametritis 
after gonorrhea is analogous to a gonorrheal bubo, 
and all are examples of mixed infection, with pus 
microbes, because: “The gonococcus expends its 
action in the superficial layers of the mucous mem- 
brane exclusively.” Delafield and * Prudden, how- 
ever, after describing the location of the gonococcus 
and its subsequent inflammations write: ‘Under 
these complicating conditions the gonococcus may 
occur alone, or in association with the pyogenic 
cocci.” 

Prof Haab* in Zurich, often met with cases of 
iritis, irido-cyclitis and conjunctivitis in gonorrheal 
patients, “without any direct transmission of the 
urethral discharge” and in such no gonococci were 
found in the conjunctival secretion and the at- 
tacks were mild and readily overcome. These cases 
were examples of rheumatic and not microbic inflam- 
mations. He reports one case of mixed infection 
with metastatic joiht abscesses, etc., with loss of one 
eye and great impairment of the other, together 
with persistent fever of many weeks’ duration, and 
threatened death. 

Dr. Bedford Brown” of Alexandria, Va., records a 
case of gonorrhea followed in three weeks by gonor- 
rheal synovitis of both ankles and knees, with vio- 
lent inguinal lymphadenitis of both sides, septic 
endocarditis, and “deep seated pain in the eye with- 
out conjunctivitis.” The final result on the vision 
of the affected eye is not stated, and this is unfortu- 
nate because it may have been a metastatic suppura- 
tive choroiditis followed by apes bulbi,—a not 
very uncommon affection of the eye in cases of 
septico-pyemia arising from systemic infection with 
pus microbes. 

A personal observation of such result may be 
given in the following case: 

A child twenty-seven months old was taken sick 
with scarlet fever of mild character. Two days af- 
ter the onset of the attack the left knee joint became 
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inflamed and the left eyeball was slightly reddened, 
and the submental lymph glands enlarged. The 
knee joint suppurated and was opened two weeks 
later and its purulent contents removed and finger- 
sized drains left in situand treatment continued in 
the usual way. The irregular fever which varied 
from 99 degrees to 105 degrees F. still continued and 
septic pneumonia, or other focus, was suspected as 
the cause of its persistence, but nothing positive 
could be made out. At the end of six weeks from 
the onset of the sickness, and after the institution of 
marked marasmus, the left eyelids swelled up and 
the eyeball became red and chemotic, and sup- 
posedly painful. The appearance was that of a mild 
suppurative choroiditis and as the inflammation 
disappeared, the eyeball softened and began to shrink 
and nine weeks later this eye was sightless, half- 
sized and boggy. The neck glands did not suppurate 
and the septic fever gradually subsided and uninter- 
rupted recovery occurred. 

Innumerable cases of secondary infection after 
gonorrhea have been recorded and, amongst others 
of less severity, one occurred in my own prac- 
tice in which, after animperfectly cured gonorrhea, 
a prolonged cystitis with general septic infec- 
tion followed, associated with an irremovable 
and intermitting fever, and exhaustion almost fatal. 
Recovery set in slowly on improvement of the 
urethral and bladder condition, the systemic 
microbes most probably being thrown out through 
the kidneys, as at no time could any local suppura- 
tive focus be outlined in any organ. One year later, 
after a new exposure and infection with the gono- 
coccus, the cystitis recurred followed by septic infec- 
tion and a left pneumonia of small area at first, and 
of insidious onset, and multiple subcutaneous 
abscesses, together with a profuse suppurative otitis 
media of the right ear. No crisis occurred but the 
lung inflammation continued to spread until fever 
and heart exhaustion, practically unaffected by all 
treatment, resulted in a fatal issue. In this case the 
gonococcus twice prepared the soil for the success- 
ful implantation in loco of the commoner strepto- 
coccus pyogenes—as this is the microbe, that is 
almost solely and invariably found in these cases. 

The gonorrheal microbe, however, can not always 
be blamed for the production of the locus minoris 
resistentix within the ocular tissues. It is well 
known that floating pus microbes are present in the 
blood current of many marasmic patients. All that 
is necessary for the localization of these cocci in the 
ocular tissues is a reduction of the normal! physio- 
logical resistance of some portion of theeyeball. In 
these non-resistant cases this can be brought about 
readily by inflammatory changes and operative pro- 
cedures.” 

Here we have an explanation of those eyes lost in 
a suppurative process after perfect healing of the 
corneal wound, subsequently to a smooth cataract 
extraction. We must invigorate such patients and 
remove these bacteria before we add operative insult 
to their tissues. Again, it is well known that pus 
microbes can long remain quiescent in old osteo- 
myelitic foci and years later become virulent when 
suitable conditions of tissue injury arise for their 
multiplication. Have we not a parallel to these 
surgical cases in those old sympathetically and 
otherwise inflamed eyes that flare up into acute 
inflammation as soon as we attempt to remove the 


old exudate, or perform an iridectomy? The impris- 
oned microbes are set free by our manipulations 
and are again surrounded by a suitable environment 
for activity and reproduction. For diagnostic pur- 
poses the presence of the gonococcus within the pus 
corpuscle implies a gonorrheal origin of the eye 
affection, and yet by so many, and devious paths it 
reaches the conjunctiva that in some cases its source 
ig past finding out, and we may, unfortunately, be 
led to question the specific character of the con- 
junctivitis, unless we look for and find the micro- 
organism. For a moment we may consider the 
immediate and remote sources of infection. The 
essential element is carried to the conjunctiva usu- 
ally on fingers, linen, or sponges, may be from un- 
clean wash basin or other object in auto or other 
cases, accidentally or intentionally. Dr. Symes,” 
in the meeting of the New York Academy of Medi- 
ciné, Nov. 10, 1890, called attention to the supposi- 
tion of the ignorant gonorrhea sufferers who, in 
some instances believe that they.can get rid of the 
disease themselves by giving it to somebody else; 
and at the same meeting Dr. Robert Abbe® said that 
Dr. Willard Parker had given expression to a siml- 
lar observation. Twice patients of my own have 
asked me if this unclean intent was not a fact. _ 

Age does not limit the possibilities of an infective 
source, for catarrhal inflammation, usually of 
gonorrheal origin, of the vaginal mucous membrane 
is not infrequent” in the newborn, and the infant 
and youthful vulvo-vagina often equals the adult 
tract as a prolific focus of infection—the parents, or 
adults, being the initial source of all euch cases, 
Moreover, the normal puerperal vaginal secretions 
will not” produce a specific catarrhal inflammation 
ef either the vulvo-vagina or the conjunctiva. 
Potts” examined ninety-six cases of purulent vulvo- 
vaginitis in children, a majority of whom were 
under five years of age, and he believed that they 
were all of some specific infection, and examination 
of the discharge usually revealed the gonorrheal 
microbe, and only three cases were due to direct 
gonorrheal infection. Prochownick” found the cocei 
in seventeen out of twenty-one similar cases, and in 
these urethritis was a prominent symptom. Sanger” 
thinks that pyosalpinx and pelveo-peritonitis of 
young virgins is possibly due: “To a gonorrhea 
contracted in childhood through indirect infection.” 
Spaeth” in twenty-one cases of vulvo-vaginitis in 
girls from three to eleven years old found gonococel 
in the pus of fourteen, and the urethra escaped in the 
non-specific cases. On investigating the source he 
found that the mother had gonorrhea in eleven, the 
father in two, and violation had occurred in three of 
the children. Gonococci are most numerous, he 
says, in the urethral discharge of adult females with 
gonorrhea. 

Dr. Van Arsdale,” at the New York Academy 
meeting already referred to spoke of three cases in 
young female children, the youngest being only ten 
months old, and said that he saw about ten such 
cases yearly and attributed the infection to sleeping 
with parents. Dr. R. Abbe reported a gonorrhea in 
a boy three and one-half years old, contracted from 
a nurse, and gonococci were found. Dt. Hugo 
Feleki of Buda-Pesth, before the twenty-fourth 
meeting of the Hungarian physicians and scientists 
at Kronstadt, recently held that blennorrhea 1s 
much more common in women than is generally 
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supposed, and its consequences more far reaching 
than would appear. The women are infected in the 
first days of matrimony by husbands supposed to be 
but not actually cured of a chronic gonorrhea. He 
claims that the urethral inflammation may exist for 
some years without secretion showing, and yet will 
provoke in women a typical gonorrhea. 

From the foregoing, the genitalia of the female 
would appear to be the most fruitful source of infec- 
tion, and mothers and nurses the most probable 
starting point. On this account conjunctival inflam- 
mations in females should always be regarded with 
greater suspicion than in males, and | have very 
frequently remarked the onset of a purulent con- 
junctivitis in adult females commencing soon after 
the initiation of the regular menstrual flow—the 
auto-infection being most probably due to unclean 
fingers in infected subjects. For obvious reasons 
in both sexes a commencing right eye inflammation 
alone is more liable to be specific than simple. 
From such frequent possible sources of infection as 
we have here shown, together with the great fre- 
quency of the presence of the gonococcus in the 
purulent discharge from the genital canal, it would 
seem to be injudicious in practice to doubt the 
gonorrheal origin of all our cases of purulent con- 
junctivis. Better for our patient’s safety if we im- 
mediately consider the graver diagnosis and insti- 
tute correspondingly effective measures of relief. 

We have fixed the cause of the disease and located 
its exact position in the epithelial layers of the 
mucous membrane, and in those portions of the 
conjunctival sac covered with a cylindrical or a 
modified cylindrical epithelium, viz., the palpebral 
portions and that of the fornices, the very parts that 
ee evidence of the greatest inflammatory reaction. 

hereas the ocular or scleral conjunctiva and the 
surface of the cornea remain practically unaffected, 
because of their compact, stratified, epithelial layer, 
until pressure necrosis results in ulceration and sec- 
ondary infection. 

A good prognosis depends upon adequate treat- 
‘ment in the early periods of the disease, and before 
ocular complications occur. 

Prophylaxis is advocated and abortive treatment 
resorted to in purulent ophthalmia of the newborn eye. 
Why is it not equally advisable in all eyes so affected 
arrespective of age? Logic and sound judgment 
point undeniably in such direction. In all these 
purulent cases there is a period of apparently simple | |. 
catarrhal inflammation associated with a lachrymal- 
mucous secretion. A time during which the mi- 
crobes are only on the surface of the epithelial 
cells and before the ptomaine poisoning of the 
tissues has resulted in attracting the emigrating 
leucocytes from the capillaries to the surface of the 
mucous membrane. 

The general practitioner is the most favored in 
seving these cases in this stage and, unfortunately, he 
fails too often to recognize its import, and either 
neglects treatment or prescribes the usual zine solu- 
tion, and the case is too often not referred to the 
specialist until complications have arisen and fear 
possesses the medical mind. Without microscopic 
diagnosis no one can foretell the limits of a conjunctival 
inflammation when seen in the earliest stage! Any 
case may become purulent after sufficient time has 
elapsed, if the necessary microbe has been implanted! 
Careful inquiry during the incubative period of these 


cases often gives positive evidence of a proximate 
gonorrheal focus, in men especially. Whereas, in 
women, beyond eliciting the information of the 
omnipresent vaginal discharge, an inquiry is usu- 
ally negative. In busy practice we can not easily 
stop to stain and examine with microscope the dis- 
charge in every case of conjunctivis. Can we resort 
then to any therapeutical procedure in all such cases 
that will prove adequate in the purulent and at the 
same time harmless in the simple inflammations? We 
can most assuredly. The genito-urinary surgeon has 
authoritatively advocated the abortive treatment of 
a gonorrhea] inflammation in his own domain, and 
briefly we will refer to his conclusions. Ata late 
meeting of the International Dermatological Con- 
gress Prof. Neisser® still maintains the etiological 
importance of the gonococcus. That microscopic 
discovery of the microbe in the secretions of gonor- 
rhea is essential to a correct diagnosis. That it is 
only in the first stages that the virus is accessible in 
the superficial layers of the epithelium and is then 
easy to treat. His aim is to prevent an acutechang- 
ing into a chronic urethritis, and referring to treat- 
ment states: “It should therefore be commenced 
as early as possible after infection.” 
(To be continued.) 


Duels Better Fought in the Early Morning.—The S?. Lovwis 
Globe- Democrat is our authority for saying that the best time 
for going into battle is just before breakfast. That paper 
gives us the following item: 


Bernays interested Surgeon General Stern- 
berg by a proposition he laid down that when a man is shot 

in the abdomen shortly after eating a hearty meal the dan- 
ger is much greater. “A case of that kind should be ope- 
rated upon in every instance,” said Dr. Bernays. “If the 
bowels are empty, or nearly so, the same wound may be 
treated withont operation.” 

“Applying that theory to soldiers?” remarked the Surgeon 
General tentatively. 

“T would say ther ought to do their fighting before break- 
fast,” put in the specialis 

From time immemorial, the early morning hour has been 
the chosen time for the duello, for the “settlement” of pri- 
vate quarrels. It is a logical ‘arrangement, and moreover 
the appetite for breakfast is not sharp until after the quarrel 
has been appeased. 
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METHYL-VIOLET—ITS PLACE IN THE AFFEC- 
TIONS OF THE EYE. 


Read before the Section on Ophthalmology, at the Forty-fourth Annual) 
Meeting of the American Medical Association. 


BY FLAVEL B. TIFFANY. 
KANSAS CITY, MO, 

Since the day I first read and translated Prof. J. 
Stilling’s articles on the subject of methyl-violet as 
they appeared in the Revue General d’ Ophthalmologic 
in the year 1890, I have almost daily resorted to the 
drug as one of the remedies in the treatment of the 
various affections of the eye. For perhaps a year or 
more from the time this drug, as a therapeutical 
agent, was introduced by Prof. Stilling (as is the 
case with most other new remedies indorsed by au- 
thority), it was extensively discussed in all medical 
literature throughout the land. Many if not all 
ophthalmologists tried it in one form or another in 
one disease or another, and some were pleased with 
it while others were disappointed. Some were satis- 
fied of positive results and added it to their list as a 
good and reliableremedy. Others were disappointed, 
getting as they believed no good effect so discarded, 
denouncing it as without merit. 

When my attention was first called to the thera- 
oe gs properties of this agent, it happened that I 

ad several patients on hand suffering from serious 
diseases of the eye; such as suppurative inflamma- 
tion of the uveal tract, which had resisted all known 
treatment ordinarily used, and were marching on to 
the destruction of the eye. In these cases the methyl- 
violet certainly checked the disease and in some of 
the cases I believe it saved the eyes. In my enthu- 
siasm and from Stilling’s glowing account of its pos- 
itive antiseptic qualities as an indemnity against all 
pyogenic influences, taking but the slightest attenua- 
tion to prevent all decomposition and putrefaction in 
any and all conditions, I employed it in nearly every 
affected eye that came to my public clinic as well as 
that of my private practice, 

I tried it in all forms of conjunctivitis, in simple 
catarrhal ophthalmia, phlyctenular, granular and 
purulent ophthalmia; and in the different forms of 
iritis, dacrycystitis, hyalitis; disease of the cornea 
as the different forms of keratitis, ulceration of the 
cornea; in diseases of the choroid; in fact, there is 
scarcely a disease or affection of the eye in which I 
did not use methyl-violet. Not, perhaps, from my cre- 
dulity or great faith in its panasite properties; and 
yet if it was the non-irritant and seerching antisep- 
tic that was claimed for it, taking for its predilection 
the germ of all activity, paralyzing and destroying all 
pyogenic bacteria and believing as we do that the eti- 
ology of disease is of some form of microbe, it would 
not be wondered at that in my eagerness I should 
give it a thorough trial which I did. In many dis- 
eases I have found it most efficient, while in others 
non-efficient, being as it were perfectly nil. In some 
I have found it positively harmful, acting as a de- 
cided irritant. In some cases where it has been long 
continued I found that it produced pain and sore- 
ness of the globe and in some instances I believe 
atrophy has followed in consequence of its contin- 
ued use. 

In most forms of conjunctivitis it is non-reliable. 
In purulent ophthalmia, as of the newborn or gonor- 
rheal, its action is so uncertain as to make it unre- 
liable; in some instanees it has worked like a charm, 
acting as an antiseptic and dispelling purulency like 


magic; in others it seems to have no effect, orif any 
that of an irritant. In one case of ophthalmia neon- 
atorum where the baby’s eyes were doing fairly well, 
but not being quite satisfied I resorted to the use of 
methyl- violet, suddenly the eyes grew worse and they 
went from bad to worse and in spite of all I coulddo 

the cornea sloughed and both eyes were lost. : 

I have been disappointed in its efficacy in tra- 
choma. In this disease it is entirely nil, or has been 
in my hands, with very few exceptions. I recall, 
however, one or two cases where in trachoma with 
blennorrhea of a chronic persistency, resisting all 
ordinary treatment, as of the trachoma forceps, 
brushed with the toothbrush, etc., by the use of 
methyl-violet a speedy cure was brought about. 

There is one form of conjunctivitis and that one too 
that is most obstinate, frequently resisting for many 
months all treatment, where the methyl-violet has in 
my hands and with the proper systemic treatment 
worked speedy cures. This is phlyctenular conjunc- 
tivitis. In nearly all forms of keratitis that fre- 
quently extend over a period of ten to eighteen 
months before a cure can be brought about, and then 
at the best, conicity of the cornea with myopia, I have 
with methyl-violet cut short the disease where the 
cornea was so densely opaque as not to admit of any 
perception of the iris or pupil. In absolute blind- 
ness due to dense opacities of the cornea, I have suc- 
ceeded in clearing the cornea in as many days as 
ordinarily requires months with the old treatment. 

In ulceration of the cornea it is a most valuable 
remedy, next in efficacy to the thermo-cautery. In 
suppurative iritis from its penetrability, non-irritant 
and antiseptic properties, as well as of a mydriatic 
it is of great value. In hypopyon it acts like acharm 
cutting short the suppuration. Soon after it is 
dropped upon the cornea you will see the pus in the 
anterior chamber taking on the violet stain, andina 
few hours the pus begins to diminish in quantity and 
frequently have I cleared the chamber of quantities 
of pus in a few days, where panophthalmitis was im- 
minent. In hyalitis and all affections of the uveal 
tract it is efficient, and in one case that I had diag- 
nosticated as melano-sarcoma of the choroid, the 
tumor by the use of methyl-violet was held in 
abeyance; and in one case of glioma of the retina the 
methyl-violet arrested the growth and as long as the 
child was under observation, (for several months), 
the tumor gradually diminished. 

To sum up, the affections of the eye in which 
methyl-violet seems most efficient and reliable are 
the following: phlyctenular conjunctivitis, phlyc- 
tenular keratitis, interstitial keratitis, ulceration of 
the cornea, abscess of the cornea, hypopyon, all forms 
of iritis (especially if combined with atropia) in 
diseases of the choroid, as choroiditis and hyalitis, 
tumors of the choroid and tumors of the retina and 
in chronic leucoma. 

Among those affections in which it seems to be 
non-reliable or contra indicated, are most forms of 
conjunctivitis, trachoma, marginal blepharitis, puru- 
lent ophthalmia and pannus. 

The form of the drug that I employ is the solution . 
1-2000 to 1-1000 in strength; occasionally [ have em- 
ployed as strong a solution as 1-500. The pomade 
has not been at all satisfactory in my practice. 

Dr. J. H. Taompson—Individually I have not used the 
methyl-violet, but I have seen it used in several cases, and 
I have never seen it used but that most valuable time was 
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lost. I have seen it used in eyes and they would be de- 
stroyed, not from the methyl-violet but because a disease 
was thus allowed to run too long for any after treatment to 
be effective. In general surgery as well as in ophthalmic 
practice such has been my observation, so I have come to 
the conclusion that the drug is useless. 

Dr. Horz—Observations of this kind are absolutely 
worthless. To use a drug indiscriminately for almost 
every disease the eye may be afflicted with is not a scientifie 
experiment but empiricism. Methyl-violet was introduced 
by Prof. Stilling under the name of “pyoktanin,” i. e., pus 
killer, to emphasize its most prominent quality. Now if we 
wish to find out for ourselves whether this remedy possesses 
this pus-destroying power in so eminent a degree we must 
test its power in such suppurative affections which we know 
usually run avery destructive course. Serpiginous ulcers 
of the cornea, hypopyon keratitis, gonorrheic conjunctivitis, 
these are conditions where pyoktanin can show its virtues 
if it hasany. My tests had the following results: in suppura- 
ations of the cornea it seemed to arrest the formation of pus 
cells; for the hypopyon and the yellow infiltrated border 
line of the ulcers disappeared ; but in most cases the disin- 
tegration of tissue went right on leading to extensive soft- 
ening, and eventually to perforation of the cornea. In one 
case of incipient gonorrhea of the conjunctiva pyoktanin 
seemed to cut short the attack ; only a mild form of simple 


conjunctivitis followed its use. But in other cases of gon- 


orrheic ophthalmia, in all cases of blennorhea of the mem- 
brane its applications were utterly ineffective. I have come 
to the conclusion that pyoktanin is a useless remedy. But 
when we are told it had cured a glioma of the retina, I be- 
lieve the only rational explanation we can offer is that there 
was a mistake in the diagnosis. 

Dr. Tirrany-——Dr. Hotz in his remarks deprecates the effi- 
ciency of methyl-violet in neoplasms and all forms of tumors. 
He says that all that is claimed for it is its value as an anti- 
septic. We all know that this drug in our histological prep- 
arations is one of the best stains that we have, taking for 
its predilection the nucleus of the cell. If we concede that 
the drug is an antiseptic, a destroyer of microbes, 1 see no 
reason why it may not in a similar way control cell prolif- 
eration of tumors and neoplasms; at any rate, we all know 
that it has been extensively used not only here in America, 
but in Europe, and by good authority whoclaimed for it the 
power of checking if not dissipating entirely these growths. 
I am sure my experience will bear me out in all I have said 
in my paper. Very recently, within the last few days, lhad 
a case of hypopyon where the anterior chamber was filled 
with pus in which I used methyl-violet with excellent 
results, clearing the chamber in a few days. In phlyctenu- 
lar keratitis I have repeatedly used it with most satisfac- 
tory results. I have been disappointed in its use where it 
was most recom mended by Prof. Stilling, viz.: in most affee- 
tions of the conjunctiva. I have found it most useful in the 
affections of the uveal tract and of different intra-ocular 
affections. 


QUIESCENT FOREIGN BODIES WITHIN THE 
EYEBALL WITH A REPORT OF 
CASES. 


ment betore the Section on Ophthalmology, at the Forty-fourth Annual 
e 


Meeting of the Amer'can Medical Association at Milwaukee. 
BY WALTER B. JOHNSON, M.D. 
PATERSON, N. J. 
SURGEON TO THE PATERSON EYE AND EAR INFIRMARY. 
When the eyeball has been penetrated by any 
extraneous material the resulting injury and proba- 
ble subsequent irritation and inflammation is always 


regarded with the utmost concern by the surgeon in 
attendance. Even if the particle comprising the 
foreign body is very minute, if the impact has been 
sufficient to cause it to penetrate the walls of the 
eyeball and it has passed within the globe, it is a 
grave and seriouscondition. The prognosis is nearly 
always unfavorable, as it may immediately become 
a source of severe suppurative inflammation result- 
ing in destruction of the eye, necessitating its enu- 
cleation, or if allowed to remain may eventually 
result in disease of the injured eye, or possible sym- 
pathetic irritation and inflammation of the fellow 
eye. Should a foreign body have entered the globe 
and only a moderate inflammation result, the ques- 
tion of its possibly becoming encysted and remain- . 
ing quiescent, presents itself for consideration, and 
unless the location of the injury and the position of 
the foreign body should preclude the possibility of 
strenuous efforts resulting in a successful termina- 
tion, or delay should endanger the fellow eye, all 
eyes should be given an opportunity to become 
quiet. 

The eye should be treated in all cases of foreign 
body with antiphlogistic medicines and applications, 
and general medications should be administered, 
when indicated; the object to be attained being the 
preservation of the eyeball even though it is almost 
certain that the eye will be sightless. Should the 
possibility exist of sufficient sight being retained to 
render the eye of any service to the patient, the 
efforts to quiet it should be continued as long as 
there is any probability of the inflammation subsid- 
ing; for, a natural eyeball, if not unsightly or a con- 
stant menace to the fellow eye is infinitely prefera- 
ble to an artificial eye which is always a source of 
discomfort, and even if most carefully matched and 
constructed, somewhat unsightly, in addition to be- 
ing a constant expense to the wearer. 

The question of the possible after effects of a 
present foreign body is-of importance and the many 
cases reported in which even very small particles of 
steel have, after years of quiescence, become a source 
of such severe irritation th,at the fellow eye has 
become diseased, or an enuc'eation of the eye ren- 
dered necessary, have had a tendency towards pre- 
venting protracted efforts to save eyes which seem to 
be too severely injured to undergo a satisfactory 
reparative process. If a patient carrying an 
encysted foreign body can not at any future time be 
easily reached, or inay pass entirely from proper 
observation in case of subsequent irritation, as, 
under such circumstances there is a decided objec- 
tion to the continued presence cf a foreign body in 
the eyeball, the desirability of efforts at its removal 
by operation or even, if necessary, the enucleation of 
the eyeball itself should be carefully considered. 
The operation for removal of foreign bodies by the 
magnet has been performed in a large number of 
cases; it is, however, only moderately successful. It 
is an extremely dangerous operation and so serious a 
procedure that it frequently induces severe suppura- 
tive inflammation and subsequent loss of an eyeball 
which might under more conservative treatment 
have been saved. 

The time required for an inflammation resulting 
from the presence of a foreign body in the eye to 
subside is frequently a matter of great importance, 
especially to a patient who fas himself and others 
dependent upon his daily labor for their support. 
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In such a case where the time would be too long, 
extending over a period of weeks and perhaps 
months before the eyeball would quiet, and if the 
eye were so severely injured that it would be sight- 
less and there were some danger to the fellow eye, 
immediate enucleation would be a perfectly justifi- 
able procedure. The cases reported are presented 
for the purpose of illustrating the manner in which 
foreign bodies may enter the eyeball and become 
encysted in different localities, remaining perfectly 
quiescent and apparently no menace to the integrity 
of the globe, the sight of the fellow eye, and even in 
some cases the sight of the injured eye itself: 


Case 1.—D. F., age 30; Irish, machinist; July 12, while 
working at his trade was struck in the right eye by a piece 
of Sine steel. When first examined he had a severe iritic 
inflammation and a scar on the cornea, temporal side, near 
the limbus. The iritis responded readily to treatment by 
atropin and a leech. The eye quieted and was perfectly 
comfortable. There was no idea of a present foreign body 
and the patient was confident that there was nothing in 
the eye. He had no discomfort; his vision was normal. 

September 1.—Again applies for treatment stating that 
one week ago his right eye became red and painful and had 
a feeling of scratching as if something was in it, with blur- 
ring of the sight and severe headaches. These symptoms 
had gradually increased until present time. On examina- 
tion severe inflammation with sub-conjunctival infection, 
and a small black speck on the globe in the temporal region 
were observed; the foreign body, a small piece of steel, 
presenting near the limbus cornea in the supra-temporal 
quadrant was removed with some difliculty as it seemed to 
be tightly imbedded in the ocular tissues. It was one- 
eighth of an inch in length and very thin and sharp pointed. 
The irritation readily subsided under cold bathing and 
atropin, the eye became perfectly normal and the vision 
equally as good as that of the othereye. . 

Case 2.—J. R., 44; foreign body encysted in iris May 5, 
18938; while working at his trade, machinist, a small piece 
of steel flew from the hammer and entered eyeball lodging 
iniris. First saw patient Tuesday, May 9. At that time 
the eye was congested and there was a small white fleck on 
the iris below. Had some pain; he could see well ; ordered 
atropin; the pupil responded readily and the iritis gradu- 
ally disappeared. — 15. Has no pain and very little red- 
ness; his eye feels well; ordered him to remove bandage 
and wore shade glasses. Atropin was discontinued and on 
May 22 there is no redness. The pupil is coming down and 
the foreign body is evidently encysted being covered with 
a white exudate. There is a very slight indentation on the 
edge of the pupil above the pont the vision is normal. 

ase 3.—P. W.; steel in eyeball; one week before he 
applied for treatment while working at his trade, a machin- 
ist, a piece of steel flew and entered the right eyeball oad 
ing through the cornea and iris just below the pupillary 
margin and through or into the lens. The steel can not be 
seen either by direct illumination or with the ophthalmo- 
scope. The lens is somewhat opens and presents a glisten- 
ing reflex. The pupil is slightly dilated, the tension of the 
eyeball very slightly inereased, has had slight pain, but 
there is no discomfort at present and no inflammatory 
symptoms. The vision was 1-10 three weeks after the 
injury and on last advice had remained practically the 
same since time of injury until his death three months ago, 
never having caused him any discomfort, either in the 
injured or the fellow eye. 

Case 4.—F. G., applied for treatment of an iritis, which he 
stated he thought might be the result of a foreign body 
which entered the bop twenty years before this time; 
he complained that he had on several occasions had attacks 
similar to the present inflammation ; the pupil dilated con- 
siderably under atropin but was irregular. On the temporal 
side there was an iridodialysis which could be readily illu- 
minated, and directly behind the opening there was upon the 
fundus a large, white plaque about the size of a pea. The 
vision in the eye was impaired being about 1-20. The iritis 
responded to treatment and the oe ay passed from obser- 
vation still carrying the foreign body. 

Case 5.—J. F., age 47. Seventeen years ago received an 
injury from flying steel in the right eye; the steel passed 


into the globe in the ciliary region on the temporal side of |! 


the eye. The sight was immediately lost and never returned. 


There was noopacity of the lensand no spot or plaque could 
be seen on the fundus to indicate situation of the foreign 
body. He has had occasional attacks of neuralgia in the 
right eye but never any inflammation. He was myopic be- 
fore the injury, but the sight of the left eye has never boen 
affected as a result of the injury. On Thursday three days 
ago he had a severe attack of neuralgia in the left eye which 
was the first he ever had inthateye. On examination there 
was no apparent disease of that eye. R. V. 0. L. V. = 
with — 1-15 = 20-20. 

Case 6.—W. P., age 30; machinist. One month befoge pre- 
senting himself for treatment and while engaged in turn- 
ing on a power lathe,a spicula of steel flew from the tool 
striking him in the right eye, and as he thought falling to 
the floor. He had no pain, redness or swelling and did not 
notice any feeling of discomfort at any time until the third 
day after the injury, when he thought that his sight in the 
right eye was diminishing slightly; from that time until 
date of first visit one month after the injury there has been 
absolutely no symptoms present, except a continued falling 
off of the vision in the injured eye. R. V.=—2-7. No im- 
provement with glasses. L. V. = 20-20. By ophthalmo- 
scopic examination and direct illumination a small piece of 
steel about the size of a pin head is observed situated in 
the lens above and towards its supra-temporal border; 
directly in front and somewhat below this point a corneal 
scar indicates its point of entrance; the loss of vision is due 
to opacities of the lens. September 15, 1884. The eye has 
given him no discomfort but the vision has steadily dimin- 
ished until present visit when he only had perception of 
light. The lens is entirely cataractous and milkwhite in color. 
June, 1893, on examination: R. V.= 20-15 with-- 1-3 1-2. The 
lens is entirely absorbed; the fundus on ophthalmoscopic 
examination is seen with perfectness with -+- 1-4. The for- 
eign body can not be discovered it probably having sunken 
down close behind the iris. He never hes bad any discom- 
fort of any kind and reports the eyesight in his injured eye 
oer service in discerning objects appearing on that 
side. 

Case 7.—C. A., age 44. While hunting on Oct. 29, 1882, and 
one hour before presenting himself for treatment he 
received a wound in the right eye, scattering shot from the 
gun of a companion having struck him. The shot used was 
bird shot No. 6. It —— the upper lid and entered the 
eyeball just at the limbus of the cornea leaving a small 
crescent shaped cut upon the globe. There was a considera- 
ble hemorrhage into the anterior chamber. There is but 
little swelling or irritation. Ordered atropin and cold water 
peg R. V. = perception of light. October 30 on the 
day following the injury, R. V. = ability to count fingers at 
6 degrees. A new sub-conjunctival hemorrhage has occurred 
near the wound. The hemorrhage in the anterior chamber 
and also the sub-conjunctival hemorrhage were gradually 
absorbed ; the slight inflammation subsided and the vision 
improved, the patient remaining under treatment for two 
weeks. hen an ophthalmoscopic examination could be 
made no foreign body was located ; there was asmall plaque 
on the fundus in a direct line with the wound in the globe 
anterior and the possibility of the shot having passed 
entirely through the eye presented itself for onnaiteration. 
The vision was still impaired when the patient ceased his 
visits. 

July 24,1891. Eleven years after the injury the patient 

was sent for and examined with the following result: he 
was unable tosay which eye was injured and stated that he 
could see as well with one eye as the other. R. 20- 
1-36 = 20-20. L. V. == 20-40 -+- 1-36 = 20-20. He has never had 
any discomfort since the original inflammation subsided. 
The vision in the injured eye is better than the other eye 
when not using glasses. The location of the foreign body is 
questionable, it probably having passed through the globe 
into the orbit behind the eyeball. 

Case 8.—E, Q., July 10, 1889, while celebrating the Fourth 
of July, was struck in the right eye with some powder 
grains, a cannon having prematurely exploded. The grains 
of powder passed through the cornea and iris and into lens 
causing a traumatic cataract. The eye was still inflamed 
on July 10 when first seen; it quieted nicely under treat- 
ment and by August 2 was perfectly comfortable, although 
the corneal wound was still open at times and there was an 
occasional escape of aqueous. The lens remained catarac- 
tous, the wound of cornea closed and the vision was only 
perception of light. There has been no subsequent dis- 
comfort, May, 1892, when last seen the eye remains sight- 


ess. 
Case 9.—J. McD., Oct. 24, 1887, was struck while working 


4 
| 
} 
| 
| 
| 
| 
2 
ia 
| 
| 4 


568 


RESULTS OF THE USE OF THE ELECTRO-MAGNET. 


[Octroser 14, 


as a laborer in blasting rock, by a piece of steel from a 
drill ; the steel passed through the cornea and sclerotic at 
the limbus; a well marked inflammation developed with 
suppurative choroiditis. Enucleation was advised, but the 
patient declined to have the eye removed; after remainin 
in the hospital five weeks the pain and inflammation ha 
entirely disappeared. There was tension of the eyeball and 
apparently an oncoming phthisis bulbi; there was only 
gee of light. On ophthalmoscopic examination the 

eld presented a semi-organized exudation filling nearly 
the entire half of the vitreous, evidently the seat of the 
foreign body; the exudate on last examination still had 
a reddish tinge resulting from the blood coloring matter 
not yet absorbed ; the peo is quiet and comfortable and 
there is no irritability of the fellow eye. The steel can not 
ro org being probably concealed in the exudate mentioned 
above. 

Case 10.—July, 1888, W. M., was engaged in firing a can- 
non on the Fourth of July; the concussion of the ramrod 
exploded the charge of powder prematurely ; he was stand- 
ing in front of the cannon and the charge shot into his face, 
filling both eyes with powder and pieces of grass and weeds, 
which he was using as wadding ; both eyes were injured and 
there were dozens of particles of powder and stubs of grass 
and weeds removed from them. The orbital cavity was 
literally full of such particles, which were lodged in the 
conjunctiva. His left eyeball was severely lacerated, and 
- the right cornea had perforating wounds through which 
cannon powder had passed. The resulting inflammation 
was so severe that the enucleation of the right ball seemed 
absolutely necessary ; the possibility of saving the left eye- 
ball seemed very slight. Under active antiphlogistic treat- 
ment the inflammation gradually subsided; there was no 
light in either eye at first, but ten days after the injury he 
was able to count fingers with the left eye. No sight in 
right eye which was diminished in tension. Present condi- 
tion, June 1, 1893, phthisis bulbi of the right eye which is 
considerably sunken and has cicatricial contractions. He 
never had any pain since the original inflammation sub- 
sided. The left eye has a large symblepharon on the tem- 
poral side and is discolored by powder stains; the cornea is 
clear showing two scars where grains of powder, which are 
lodged in the iris entered; the pupil is mobile; there are 
some opacities on the anterior capsule of the lens, There 
is a long narrow choroidal plaque extending from the tem- 
ere side of the optic nerve tothe extreme limit of the 

eld, undoubtedly due to rupture of the choroid from the 
force of the blow. R. VO L. V.= 20-200; no improvement 
with glasses. He has a sensation of light in the left eye 
which constantly flitters before the eye either night or day, 
seen even when the eyes are closed. He describes the light 
as a black centersurrounded by moving light, no doubt due 
to the blind spot in the field of vision caused by the plaque 
at the seat of the choroidal rupture. He was at first trou- 
bled with rainbow light flashes, which would circle around 
and then burst, but as time passed he sees less of these; he 
thinks his eye is stronger than it was. He has no dizziness 
such as he constantly had for two years after the injury. 
No intolerance of light except in the early morning after 
working all night; he is employed as a night watchman 
and has been since the time of the injury. 

Case 11.—July, 1889, W. V. 8., while celebrating the 
Fourth of July was shot in the eye, the powder passing into 
the eyeball, penetrating the lens and causing a traumatic 
cataract ; he had a severe iritic inflammation which finally 
subsided and the eye became comfortable but remained 
sightless for six weeks after the operation, when he ceased 
his visits. He never, as requested, came back for future 
examination. 

Case 12.—July, 1892, P. H., while celebrating the Fourth 
of July was shot in the face,a small cannon loaded with 
blasting powder having prematurely discharged; two 
grains entered the eyeball and lodged in the lens passing 
through the cornea and iris. The eyeball was excessively 
inflamed and the pupil contracted, the lens cataractous and 
a considerable deposit of plastic materal in the field of the 
pupil. The inflammation subsided after six weeks of treat- 
ment and he was discharged with a fairly comfortable eye; 
his vision was only perception of light. He passed from 
under observation never returning for examination. 

Case 13.—W. C., while celebrating the Fourth of July a 
cannon loaded with blasting powder was discharged by a 
companion and the powder entered the left side of face 
and eyeball, passing into the chamber of the vitreous. At 
first there was but slightirritation and the vision was 2-5: 
the grains of powder which could be seen on ophthalmo- 


scopic examination gradually assumed a yellowish cast and 
increased in size until as large as a mustard seed ; they pre- 
sented a peculiar fuzzy appearance on either direct or 
oblique illumination. The vision was reduced to fingers at 
eight feet, the inflammation finally subsided, and one month 
after the injury the vision was 14. There was no further 
pain or irritation. 

Case 14.—1. E., while at work in shop was struck in the eye 
with a flying piece of steel which entered the eyeball and 
lodged in the fundus causing a number of hemorrhages, 
forming a large stellate hemorrhagic spot on the retina. 
He could see one week after the operation to count fingers 
at twenty feet. He was under observation for three weeks; 
his eye having quieted, he was discharged. His vision was 
ly, He never returned to report the subsequent condition 
of the eyeball. 

Case 15.—C. B.,a machinist ; whilestriking a chisel a piece 
piece of steel flew from the head of his hammer and penetrated 
the eyeball,passing through the cornea, iris and lens,and lodg- 
ing in the fundus at a point directly opposite its point of en- 
trance. There was considerable resulting hemorrhage into 
the vitreous and some hemorrhagic spots on the choroid to in- 
dicate the point of impact of the foreign body, which could not 
be positively demonstrated by ophthalmoscopic examina- 
tion. There were no opacities of the lens, although the foreign 
body had passed directly through it. On examination on the 
day of the injury there was considerable loss of vision ; the 
point of entrance and the course of the body could be demon- 
strated ; the eye pained but little, was o tly red and the 
pupil did not respond readily to light ; the blood in the vitreous 
somewhat obscured the point of lodgment in the fundus. The 
pupil dilated readily ; the inflammation quieted and there 
was very little discomfort during the two weeks which he 
remained in the hospital. June 2, 1898. Has recently had 
some neuralgic 7 in theinjured eye, which has gradually 
grown blind and he can not on this date see anything but 
shadows. The ran ae examination shows the 

upil slightly dilated and regular. An extensive retinal 
debechmant around the point where the foreign body had 
lodged ; a line of opacity through lensindicating the course 
of the foreign body. The pain in the eye and the complete 
loss of vision has occurred durring the last three weeks, the 
eye having been comfortable previous to this date. Enu- 
cleation was advised. The vision in the left eye is 20-15, but 
he states that he has difficulty in locating obiects and thinks 
he can not see as well as he could with the left eye before 
three weeks ago when the pain and loss of vision occurred 
in the injured eye. 


THE RESULTS OF THE USE OF THE,ELEC-. 
TRO-MAGNET FOR THE EXTRACTION OF 
FOREIGN BODIES FROM THE EYE, 
WITH A REPORT OF TEN CASES. 


Read in the Section on Ophthalmology, at the Forty-fourth Annual 
Meeting of the American Medical Association. 


BY C. BARCK, M.D. 
ST. LOUIS. 

In the history of the use of the magnet on the eye 
we can distinguish two phases: 1, the use of the 
common magnet; 2, of the electro-magnet. The first 
one dates back as far as two hundred and fifty years 
ago, when Dr. Fabry of Cologne, used a magnet to 
remove a piece of iron from the superficial layers of 
the cornea. In 1842 Dr. Meyer from: Minden (Ger- 
many), used a magnet, carrying thirty-two pounds, 
to remove a piece of steel out of the interior through 
the scleral wound. The first one who made a section 
through the sclera in order to remove a piece of steel 
with a magnet from the vitreous was Dr. McKeown 
of Belfast in 1874. In 1875 Hirschberg of Berlin, 
made a similar trial without result. These are the 
instances of the use of the common magnet we find 
in literature. 

The second phase begins with the construction and 
introduction of the electro-magnet by Hirschberg in 
1879. Since this time its use has become universal 
and the literature on the subject quite extensive. In 
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the instrument made by McIntosh, although more 
neat than the ones I have seen abroad, I found it 
necessary to have the points made somewhat longer. 
The battery must be powerful enough to enable the 
magnet to carry at least half a pound, and lately 
even a much stronger current has been recommended. 

The cases in which the use of the electro-magnet 
is indicated, can be divided in two categories accord- 
ing to the location of the foreign body in front or 
behind the posterior lens-capsule. Those of the first, 
comprising the minority of the cases, are and have 
been within our reach by the ordinary methods; re- 
moval with forceps or other instruments, iridectomy, 
extraction of the traumatic cataract enclosing the 
body. But the extraction with the electro-magnet is 
easier, more rapid and we can for instance remove 
foreign bodies situated upon or in the iris without 
mutilating this organ. 

All the cases where the foreign body penetrated 
beyond the posterior lens-capsule, were formerly con- 
sidered beyond the scope of conservative treatment. 
This is the special sphere of the electro-magnet. For 
the scleral incision I used at first Graefe’s knife but 
prefer now a Beer’s knife, which makes at once a sec- 
tion of the proper length. I thrust it directly through 
conjunctiva and sclera in the direction of the sup- 
posed location of the foreign body, making a kind of 
pathway in the vitreous too. The selection of the 
point of incision depends entirely on the calculated 
seat, on the determination of which I shall dwell 
later. The external muscles must of course be 
avoided. The loss of vitreous is exceedingly small, 
if there is no improper manipulation; frequently 
none at all. Hirschberg recommends chloroform- 
narcosis. I have operated in a number of instances 
under cocain and find it just as expedient as for cat- 
aract extraction, children excepted. 

The results are divided by Hirschberg into: 

1, Good results, with maintenance of good vision ; 
2, moderate results, some vision being saved; 8, 
preservation of the eyeball; 4, failures. 

The result depends upon: 

1, The size and weight of the foreign body; 2, its 
septic or aseptic condition; 3, the correct diagnosis 
as to the location. 

Ad. 1.—The foreign body can be called small when 
its weight is below 30 mgrs. Here the removal even 
quite a time after the injury might be crowned with 
a good result. If of medium size, weighing between 
30 and 150 mgrs., then a primary operation only, 
within the first twenty-four hours will be successful. 
If the weight of the entering body exceeds 150 mgrs., 
the damage done to the structures of the eye will be 
too extensive to save some vision; sometimes even 
the preservation of the eyeball is impossible. 

Ad. 2.—If the foreign body has been septic, sup- 
puration of the vitreous sets in within twenty-four 
to seventy-two hours after the injury and the opera- 
tion can then of course not prevent the loss of the 
eye. The possibility of such a condition is an indi- 
cation to operate as early as possible. 

Ad. 3.—The diagnosis must ascertain the presence 
of a metallic body in the: vitreous and furthermore 
if possible its location. This depends mainly on the 
transparency of the media, especially of the lens 
and this again on the time which has elapsed since 
the injury. In the rarer instances where the foreign 
body. enters through the sclera so far equatorial as not 
to injure the lens, it is of course less important. As 
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long as the media are clear, we can diagnose after 
dilatation of the pupil, the foreign body and its seat 
with the ophthalmoscope. 

A precise idea of the situation is most important. 
The advice to operate under guidance of the oph- 
thalmoscope is correct theoretically but deficient 
practically. I had a small mirror made to fit into 
the head band for the otoscopic reflector but aban- 
doned its use. In the calculation of the seat first 
the meridian isdetermined. Then the distance from 
the corneal margin is measured upon the basis: first, 
that the most extreme point of the fundus, we can 
see, is about 8mm. distant from it; second, that every 
optic disc diameter corresponds to 14mm. Further- 
more an examination with the perimeter serves to 
control the calculation. The scotoma, caused by the 
presence of the foreign body, is transferred to the 
retina according to the measurements laid down by 
Donders in Graefe’s Archives (Vol. xxiii, 2, pp. 255). 

It is different, if we see the cases for the first time 
some days after the injury when the lens has become 
more or less opaque. In moderate degrees we might 
still discern the deeper seated opacity, extravasation 
of blood or metallic reflex. After the lens has 
become totally cataractous this is impossible and 
our judgment of the probable seat rests then upon 
the anamnesis and especially the direction of the 
successive wounds in the cornea, iris, anterior and 
posterior lens capsule. The best results are obtained 
in cases which are operated upon within the first 
twenty-four hours. Moderate results are due partly 
to the injury done to the retina and choroid, espe- 
cially where the foreign body happened to strike the 
region of the macula lutea, partly to opacities of the 
vitreous. Too much fishing in the vitreous with the 
magnet is always detrimental to the sight, causing 
shrinking of the vitreous and detachment of the 
retina. They are the cases of the third class, where 
the eyeball only is preserved. But even this result 
is a gain as many people regard the loss of an eye 
ball as a serious mutilation. 

The failures are due to: 

1, Too large a size of the entering body; 2, a septic 
condition of it; 3, the impossibility to remove the 
foreign body because the magnet did not find it or 
because it was too firmly imbedded in the walls of 
the fundus. 

Eyes where operations in the vitreous have been 
performed should be kept under a close and long 
observation. Hirschberg rightly insists that no 
statement as to the final result ought to be accepted 
until at least one year after the operation has elapsed. 
I, therefore, report only my first ten cases, omitting 
three occurring during the last year. In two the 
foreign body was located in the anterior half of the 
eyeball. 

Case 1.—M. B., 22 years old. Injured two days previously. 
In the left eye a fine scar in the cornea below and some- 
what in the pupillary area. In the outer inferior quadrant 
of the iris, near to the pupillary margin, a small metallic 
body could be clearly recognized by focal illumination. It 
was imbedded in the tissue, a small portion of it projecting. 
Pupil irregularly contracted. Under cocain, corneal section 
downward and outward. The introduced magnet attracts 
the piece at once and brings it forth, After atropinization, 
the anterior lens capsule was found intact. Normalhealing 
with a round movable pupil. Vision 20-30, owing to the cica- 
trix involving the pupil. Without the magnet this case 
would most probably have required an iridectomy. 

Case 2—L. O..41 years old. Injury same morning. Right 
eye. Corneal cicatrix two lines long outward. Correspond- 
ing perforation visible in the iris. One-third of anterior 
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chamber filled with blood. After repeated use of atropin 
during two hours, pupil sufficiently dilated. A black dimly 
reflecting foreign body could be diagnosticated in the 
outer half of the crystalline lens. Kxpectative treat- 
ment during three weeks, after which time the lens was 
sufficiently opaque. Iridectomy upward and outward. The 
piece of steel lotlows easily the introduced magnet. Removal 
of the cataract as usual. Normal healing. Secondary cat- 
aract operation later. Final result, vision 20-70 with -+- 11 
OD. In this case, the same result could have been attained 
by the ordinary method. The use of the magnet seemed to 
me of advantage. 


In the other cases the foreign body entered the 
vitreous chamber. I shall give them in chronological 
order 


Case 3.—L. M., 30 years old. While striking the back of a 
hatchet with a hammer, the day before, a piece struck his 
right eye. Pain inthe night. Eye moderately injected. In 
the upper outer quadrant of the cornea a linear cicatrix 
one-half line long. After atropinization, a corresponding 
wound in anterior lens capsule near the wquator was seen. 
The ophthalmoscope reveals, if the patient looks down, a 
roundish opacity in the yitreous with a metallic reflex from 
its center, apparently not far behind the posterior lens cap- 
sule. Fundus otherwise clear. Operation same day under 
cocain. Scleral section between superior and external rectus. 
On the third introduction of the magnet it brought forth a 
minute piece of iron. No loss of vitreous. Conjunctival 
suture. Healing process normal without pain and very 
little irritation. Vitreous at first cloudy, then clearing up. 
Traumatic cataract did not follow. Dismissed the 15th of 
December. No injection of eyeball. Vision=20-40. On 
the place of the foreign body an irregular opacity of vitre- 
ous with corresponding narrowing of the visual field. Status 
the same two years later. 

Case Saag ve from the country, seen ‘in consulta- 
tion with Dr. Williams of St. Louis. Chip of iron had 
entered the eye two weeks previously. Traumatic cataract. 
Fundus not visible. Scleral section between inferior and 
external rectus. The foreign body could not be found with 
the magnet. The eye was afterwards enucleated by Dr. 
Hotz of Chicago. 

Case 5.—L. 8., 27 years. Injury three hours previously 
while working on the rim of a barrel. Right eye. In the 
inner lower quadrant of the cornea a closed wound one line 
long. In the same direction in the iris an oblong perfora- 
tion reaching close to the pupillary margin. Pupil dilated 
after one and a half hours. Wound in anterior as well as in 
posterior capsule and the way of the foreign body through 
the lens in form of an opaque streak clearly visible. Inthe 
vitreous near to the retina a gray-yellowish, sharp circum- 
scribed opacity, the size of the optic disc. From the center, 
a metallic reflex. Operation same morning in narcosis. 
Incision with a Graefe’s knife in inner lower quadrant 3mm. 
long. On the second introduction of the magnet the metallic 
body springs to it with a loud click and is easily extracted. 
Weight, 15 mgrs. Healing of the wound regular. The devel- 
opment of the traumatic cataract caused for a time glau- 
comatous symptoms. After its resorption the eye was found 
blind in consequence of detachment of the retina. 

Case 6.—Young man, seen November, 1889. Injury three 
days previously. Corneal wound. Lens nearly totally 
opaque so that nothing of the fundus could be seen. In 
the grayish lens substance there is a sharply circumscribed 
black spot which looks like a foreign body. On the ground 
of the possibility of this location the section was made in 
the cornea. The introduced magnet proved the fallacy of 
this supposition and it was then introduced deeper through 
the lens into the vitreous. The foreign body could not be 
found. The patient did not return, and I do not know what 
became of him. The eye must of course be counted as lost. 


I would like to mention here that a small oblong 
transparent portion in an otherwise opaque lens looks 
just like a foreign body, and is highly deceiving. The 
only difference is the presence or want of a metallic 
reflex. If this is wanting the location of the foreign 
body should always be supposed to be in the vitreous 
chamber and the scleral section ought to be made. 

Case 7.—O. R., 40 years old. Right eye received injury 


seven days ago. Horizontal scar in upper inner quadrant 
of the cornea one and a half line long. Behind it, perfora- 


tion of the iris. Lens nearly completely opaque, but the 
wound canal from anterior to posterior lens capsule and in 
a downward direction plainly visible. Farther back in the 
vitreous there is a dark spot with slightly metallic reflex 
just perceptible. Location of it impossible. Operation the 
next day under cocain. Owing to external circumstances 
T decided to remove in the same operation the cataract and 
entered therefore with the magnet, after a corneal section 
downward and extraction of the cataract through the pupil. 
I proceeded the same way in Case 9. But although the result 
in this case was favorable I can not recommend the proge- 
dure. Itis much more difficult to manipulate with the mag- 
net from a corneal than from a scleral incision, and the ex- 
traction of the cataract ought to be left to a subsequent ope- 
ration. The foreign body was found after some searching on 
the bottom of the vitreous and removed. Weight, 10 mgrs. 
The healing process was a regular one with very slight symp- 
toms of irritation. A discission of the capsular cataract on 
March 1, 1891, produced a round pupilin the center. Fundus 
clear ; only fine opacities in vitreous. Vision = 20-40 with +- 
12.0D. Reads Snelien II[ with +- 15.0. This status has been 
the same up to date. Asthe other eye of the patient had 
been considerably injured by a previous accident (vision 
only 20-200), this one enabled him since to do his work and 
earn his ke“ 

Case 8—R. L., aged 28. Injury received six weeks previ- 
ously in the country. A large piece of iron from a chisel 
had enteredthe eye. Large cicatrix at cornea-scleral mar- 
gin. Traumatic cataract. Iris dull and discolored. Che- 
mosis, Swelling of the upper lid. The other eye injected ; 
pronounced photophobia. As the patient was very anx- 
ious to have his eye saved, a last resort was made in 
spite of the symptoms of commencing sympathetic affection 
of the other eye. Scleral section. From the vitreous there 
was attracted at once a large piece of iron, necessitating 
enlargement of the wound in order to remove it. Weight 
630 mgrs. There was some pus on its surface. On that 
account, and as the sympathetic symptoms rather increased, 
the shrunken eye was removed two days later. Under appro- 
priate treatment the other eye recovered fully. 

Case 9.—J. P.,52 years old. Piece of steel from a chisel 
entered the eye five days previously. Large irregular hori- 
zontal cicatrix in cornea not fully closed as yet. Anterior 
chamber shallow. Pupil dilates only partially from atropin. 
Lens opaque. Place on laceration in anterior and posterior 
capsule recognizable; no reflex from fundus. The foreign 
body had most probably caused a considerable hemorrhage. 
I deemed it best in this case to proceed as in Case 7, espe- 
cially as the corneal wound had not united fully. I, there- 
fore, reopened and enlarged it, removed the opaque lens 
masses, and entered with the magnet through the pupil. In 
spite of long searching the foreign body could not be found. 

he patient disappeared a few days afterwards. 

Case 10.—J.D., 14 years old. A piece of steel from a plate, 
crushed by a large hammer, struck the right eye. Seen 
immediately after the injury. Corneal cicatrix in outer 
lower quadrant. Triangular wound in iris, which is slightly 
adherent to the cicatrix. After atropinization, wound in 
anterior and Bag sider lens capsule visible. Ophthalmoscope 
reveals at the bottom of the vitreous an opacity with 
metallic reflex. Fundus otherwise clear. Operation three 
hours after injury in narcosis. Scleral section between infe- 
rior and external rectus. The click on touching the foreign 
body was heard twice, but it followed the third introduction 
warn having probably been firmly sticking in the sclera 
with its very sharp end. Weight 10 mgrs. Loss of one dro 
of vitreous. Conjunctival suture. Healing process normal. 
Traumatic cataract left to absorption. Discission August, 
1892. Vitreous considerably cloudy, especially in lower 

ortion, and most probably retinal and choroidal atrophy. 

ounts fingers at 1144 meter distance. Status about the 
same now. It is doubtful if this moderate amount of vision 
will not become lost in the future. 


The eight cases of extraction from the vitreous 
give the following results: 

Two, good ones: 1, moderate one; 1, preservation of 
the eyeball; 4, failures. 

The most extensive experience on this subject is 
possessed by Hirschberg, who reported (Graefe’s 
Archives, 1890) a series of 100 consecutive cases 
from 1879-90. Among them in forty-one, the for- 
eign body was situated in the vitreous chamber and 
his results were: 
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Four, good ones; 3, moderate ones; 6, preserva- 
tions of the eyeball; 28, failures. 

His failures were in alarge percentage of the cases 
due to septic infection already existing at the time 
of the operation. 

Another large collection of cases has been reported. 
by Mayweg (Archives of Ophth., xxiii, p. 278). In 
fifty out of sixty-six the seat was in ‘the vitreous. 
chamber. His results were: 


Nine, good ones; 7, moderate ones; 6, preserva-_ 


tions of the eyeball; 22, failures. 
In six the final result unknown. From the liter- 
ature at my command, I could collect up to 1892. 


258 cases, including the above mentioned series. The 


results of these were: 

Fifty-eight, good ones: 40, moderate ones ; 37, pres- 
ervations of the eyeball; 123, failures. 

The pronounced difference between these statistical 
results and those of Hirschberg is striking, but easily 
to be accounted for. 
by numerous different authors, one or a few at the, 
time and many of them beyond doubt too early. 
Furthermore, good results are published, as in sur- 


gery generally, failures passed over in silence. There- 


fore but little value can be attached to such collected 


statistics, and in my opinion only a larger number 
by one operator, or series of such, can form the 


proper basis to guide us. If the. results so far have. 
not been brilliant they have neverfheless been encour- 
aging and they will undoubtedly become better with 
our increased experience. 

Dr. J. L. THomrpson—The first paper was a very valuable 
one on the use of the electro-magnet for the purp se of 
extracting foreign bodies from the vitreous. As to the sec- 
ond one, concerning quiescent bodies, we should like to 
have heard the last of that paper; without that we can say 
very little about it. Patients should be repeatedly warned 
by their physicians as to the danger of these foreign bodies. 
Teil them of the danger of the foreign body setting up 
inflammation many years afterwards. In such cases I have 
always given Solon’s advice to Croesus: “Count no man 
happy until he is dead.” There are some physicians who let 
the poor creatures go on with the injuries telling them: 
“Well, there is not much danger,” until the patient goes on 
and loses the other eye. If the doctor had told him of the 
danger he would have been more practical and saved his 
eye. 

Dr. BAkER— I had the pleasure in 1882 of spending some 
months with Prof. Hirschberg in Berlin and seeing him 
make several attempts at extraction of foreign bodies from 
the eyeball with an electro-magnet. On my return home 
in 18838 I had a magnet made, an improvement on his, in 
that it would lift five or six pounds while his would lift only 
ten or fifteen ounces. We have in Cleveland, as in all 
manufacturing centers, a number of penetrating wounds of 
the eyeball. It is always a difficult problem to know how 
to treat these cases, and the electro-magnet has been of 
much value to me in making a diagnosis. In a few cases it 
has proved of great service in the removal of fragments of 

iron or steel from the interior of the eyeball. 

' [recall one case referred to me by the late Dr. Weed in 
which he supposed the injury was only conjunctival and put 
a stitch in it ; there was hemorrhagein the anterior chamber 
which obstructed the view with the ophthalmoscope. As soon 
as I brought the electro-magnet near the eyeball I knew 
there was a foreign body in it by the way in which the ball 
followed the magnet, and the pain complained of by the 
patient. I opened the wound and by the aid of the magnet 
soon found and removed the piece of steel, which was about 


These cases have been reported 


the size of my little finger nail. The man is still carrying 
the eye without any vision, but it looks as wellas the other. 
In another case I could see a piece of something, not much 
larger than a pin head, very distinctly in the center of the 
vitreous. I made an opening in the chamber opposite and 
‘inserted my magnet repeatedly. I could hear the click of 
the instrument against the foreign body but it would not 
j come out. I kept this up for a long time but could not get 
it. After consulting with the patient we decided the eye 
must come out. I enucleated the eye and upon opening 
it took the magnet and placed it in contact with the foreign 
body but could not extricate it. I could lift the entire eye- 
ball with this piece of steel adhering to the magnet, and 
yet it would not separate from the vitreous. The inflam- 
| matory capsule held this piece of steel there. Could I have 
permitted that foreign body to remain without harm? I 
had another case not very long ago who had a piece of 
steel in his eye eight years; after that long time of qui- 
-escence it set up sympathetic inflammation and caused the 
loss of the fellow eye. I 0 not like the term, “quiescent 
foreign bodies in the eye.” Ido not think it best to con- 
vey the idea to the mind of the general practitioner that 
he can safely leave these foreign bodies in the eye. It 
| migns do if we could have them under our own control, 
but it is not well for us to let patients go from under our 
care with these foreign bodies in their eyes. 

Dr. Murretit—l had occasion to present a paper last year 
on the subject of sympathetic troubles and how to deal with 
them. In reference to the first paper I will say that my 
experience with the electro-magnet has not been satisfac- 
tory. Ihave tried it in a few instances and have always 
failed to save the eye. The foreign body is usually tangled 
up in the fibers of the vitreous. I have had two or three 
typical cases and in each have failed and had to remove 
the eye afterwards. In reference to quiescent bodies in the 
eye, I think it is a very dangerous thing to leave them in 
position. Of course, we know that injuries in uveal tract 
are most liable to give rise to sympathetic trouble, but 
even in the vitreous humor there is danger of sympathetic 
trouble following if the foreign body can not be removed 
from the eye. I have seen a number of cases where foreign 
bodies have been carried a number of years and then have 
sympathetic inflammation set up in the other eye. I 
treated an eye with a piece of glass init that had been 
carried for ten years. The piece of glass measured more 
than half an inch and had very sharp.edges; sharp enough 
to cut. It had cut transversely through the corneainto the 
sclera about four millimeters on either side. It was evi- 
dently in the ciliary body, yet it was carried ten years 
without the slightest trouble. However, I advised the 
removal of the eye because the patient was blind and as a 
safeguard. On opening the eye I found the piece of glass. 
As Dr. Thompson has said, the patient was better without 
the eye, in his judgment, than to run the risk of carrying it. 

Dr. Jackson—The case reported by Dr. Baker in this dis- 
cussion brings out a feature I do not remember to have seen 
mentioned, as to the use of the magnet in extracting foreign 
bodies from the vitreous. A foreign body can be dragged 
through the vitreous with very great difficulty or notat all 
by the magnet, unless you drag it through the wound of 
entrance. In one case I saw the patient thirty-six hours 
after the foreign body (quite a small particle of steel) 
entered the eye. The wound of entrance being small and 
the foreign body lodged on the other side of the eye a 
wound was made at the outer side of the vitreous chamber. 
Inserting the magnet, which was working well, it was tried 
repeatedly to drag the body out. The instrument would 
come in contact with the foreign body but it was impossible 
to dislodge it. So in Dr. Baker’s ease he tells me he had 
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made a new wound of entrance through which he introduced 
the magnet, and not through the wound made by the for- 
eign body. This perhaps has been more frequently the 
cause of failure than has been noted. I think it much safer 
to have the foreign body out of the eye, if possible, but the 
large majority of these cases that do well after the magnet 
extraction are probably cases which might have done well 
had the foreign body remained in the eye. 

Dr. ALLPort—In regard to the use of the electro-magnet 
my experience has been rather unfortunate. I have upon 
several occasions extracted foreign bodies from the interior 
of the globe by the use of the magnet, but have subse- 
quently lost the eye. The intra-ocular manipulation of the 
instrument has seemed to be more than the eye could 
endure. I would not, however, condemn the use of the mag- 
net. Good results are reported and I may have been unskill- 
ful in the operation. It should certainly be used in super- 
ficial lodgment of foreign bodies that are beyond reach by 
other methods. But I should have to be absolutely sure of 
the presence of a foreign body inside the eyeball to make 
any more experimental intra-ocular searchings with an 
electro-magnet. 

In regard to quiescent foreign bodies in the eye I feel 
convinced that there is no safety while a foreign body is 
in the eye, and that if its extraction is impossible the eye 
should be removed. There are eyes that carry foreign 
bodies for years and thus produce a loss of both eyes. It is 
‘not conservative practice to allow patients to take such 
chances. These patients are usually laboring people of a 
low order of intelligence, and are apt to wander from one 
part of the country to the other. A sympathetic inflamma- 
tion is liable to occur at any time under the most adverse 
circumstances as to skilled surgical attendance, etc. The 
loss of one or both eyes will be the probable result. We 
should do our duty and advise the enucleation of an eye, 
when we are sure of the presence of a foreign body before 
the patient passes from under our observation. In this con- 
nection let me advise some concerted action with regard to 
enforcing legislation calculated to prohibit the manufact- 
ure and sale of toy guns and pistols. Inthe monthof June 
I was compelled to remove no less than three eyes from 
children who had been playing with these mischievous 
playthings. During the same month a medical friend of 
mine in Winona, Minn., was forced to mourn the loss of a 
young son, killed while playing with one of these dangerous 
instruments. If our wise legislators could drop for a time 
the discussion of such burning subjects as the smoking of 
cigarettes, the draping of nude statues, the covering of simi- 
lar pictures, and the wearing of hoopskirts, and direct their 
attention to the advisability of permitting the manufacture 
and sale of toy guns and pistols, they would fill a longfelt 
want. 

Dr. FrotarxncHamM—lI wish to discuss briefly two points 
that have been presented. The first is a statement that has 
been made by a previous speaker, that if a foreign body has 
entered the eye and we can not remove it we should enu- 
cleate the eye at once without regard to other conditions. 
I do not think experience warrants so “hard and fast” a rule 
as that. While in the great majority of cases enucleation 
will be necessary sooner or later, we should not decide the 
question of enucleation alone upon the fact that a foreign 
body is lodged within the eye, but upon the amount of injury 
and the reaction that follows; that is, upon the symptoms 
of an inflammatory nature in the injured eye that indicate 
danger to the other eye through sympathy. We all know 
that foreign bodies may remain in the eye for years with- 
out causing any feeling of discomfort or endangering the 
other eye. I once had a patient,an aged gentleman, who 
suffered from senile cataract. Many years before, while he 


was a young man, he had a piece of steel enter the eye and 
lodge in the upper portion of the iris, where it had become 
encysted, and after a brief period of irritation had never 
troubled him in the least, and the vision had remained per- 
fect until the senile cataract commenced to form. As the 
cataract was mature in this eye I operated, and in remov- 
ing the usual section of the iris I removed the foreign body 


also. There are many instances where foreign bodies have 


remained in the deeper structures for many years without 
producing any symptoms that indicate enucleation of the 
injured eye. I hada patient a young man, suffering with 
pain in a blind eye, and sympathetic irritation of the other. 
The painful eye had been blind from childhood, but until a 
short time before consulting me it had caused him no dis- 
comfort. There was an injury of the iris, an absence of the 
lens,and a small scar of the cornea which indicated that a 
foreign body had penetrated the eye long before. He was 
then twenty-six years of age and said he had never received 
any injury of the kind. The eye was enucleated and a 
small piece of steel was found lodged upon the inner sur- 
face of the sclerotic. The patient afterwards recalled the 
fact that when a small boy, about six years of age, he was 
watching some men while they were drilling a stone, and 
that something struck him in the eye causing pain. This 
was a case where a foreign body had penetrated the eye, 
and yet, not until about twenty years afterward did it give 
rise to symptoms that called for its enucleation. This 
patient made a perfect recovery. Now there are a suffi- 
cient number of similar cases on record to forbid our 
acceptance of a rule that we should enucleate an eye at 
once if a foreign body has entered it, and we can not remove 
that body. If all symptoms of irritation speedily subside 
and there is no recurrence of pain or feeling of discomfort 
in the injured eye and the other is unaffected in any way 
we are justified in waiting,and under certain circumstances 
should wait until symptoms of pain and irritation recur 
in the injured eye and indicate danger to the other 
through sympathy. We should never allow a patient to go 
without warning, and should fully impress him with the 
danger of delay after symptoms of irritation recur in the 
injured eye, and in all cases where the recovery from the . 
effect of the injury is not steady, and of short duration, we 
should enucleate. 

I remember a case something like this one reported by 
Dr. Baker: the patient, a man of intelligence, had a small bit 
of steel penetrate his eye a few months before I saw him. 
The vision of the eye was not greatly impaired and there 
was on first examination but little indication of irritation 
or danger to the other eye, and I thought the patient was 
perhaps unduly alarmed; I hesitated to sacrifice an eye 
that possessed so good vision until thoroughly satisfied that 
it was necessary. Upon ophthalmoscopie examination the 
position of the foreign body could be plainly made out in 
the posterior portion of the vitreous humor, where it seemed 
suspended and surrounded by a thin film of semi-transpar- 
ent tissue. I kept the patient under observation in the 
hospital, and finding that there were well marked symp- 
toms of irritation at times which prevented his use of the 
other eye I decided to make an attempt to remove the for- 
eign body, and failing in this to enucleate the eye. Having | 
the patient’s consent, I had him put under the influence of 
an anesthetic, and making the usual incision tried with a 
powerful magnet to extract the foreign body but without 
success. I then enucleated the eye which I opened; with 
the foreign body plainly in view and the magnet brought as 
close as could be I was unable to move it, although there 
seemed but a slight change in the vitreous surrounding the 
metal. 

Dr. LEMonp—I do not think there is anything more in 


‘ 
h 
i 
a 
i 
¥ | 
Swe 
| 


1893. ] 


ACTION AND SAFETY OF CHLOROFORM. 


573 


keeping with conservative ophthalmology than to enucleate 
the eyeball if any sympathetic irritation is present. A few 
days ago at my home in Denver on the day I was preparing 
to start for Milwaukee, a gentleman came to my office who 
had an injured eye. The ocular injection was very great and 
inflammatory action had gone to a considerable extent. 
The well eye I noticed, on examination, was wanting quitea 
little in power to accommodate. He said to me: “I came 
to get some medicine for my eye.” I examined it carefully 
and found that it had been caused by the introduction of a 
foreign body. I told him he was running a considerable risk in 
allowing the affected eye to remain in its orbit and assured 
him that he had a sympathetic irritation in the well eye, 
which was likely to produce total blindness unless attended 
to atonce. The affected eye looked phthisical, was minus ten- 
sion and the visjon was entirely gone. I said : “I willenucleate 
the eye for you, if you want it done, otherwise I will do noth- 
ing.” He went away but soon returned and informed me 
that he would take my advice and have the operation per- 
formed. On opening it I found the remainsof a foreign body. 

About three years ago lady came to my office and said: 
“Doctor, I have come to get something to allay this inflamma- 
tion in myeye.” It had never given her such trouble before. 
It was brought about by the introduction of a small piece 
of thorn having pierced the ciliary body. I told her I would 
enucleate the eye by all means, asshe was beginning also to 
-have sympathetic trouble in the well eye, and that I could 
not be honest in advising her to try to hold on to the injured 
eye longer, as it would be running a risk that I would not 
earry for a thousand dollarsa day. She refused to abide by 
my advice and went away and the sequels will tell the 
result: in three months she returned, and I found that 
the injured eye had recovered, toa great extent, from the in- 
troduction of theforeign body, but on examining the other 
eye, alas! I found it too was in total darkness. Had I advised 
this woman at her first visit tome to have pursued the course 
she did, my conscience would haunt me to this very hour 
for not doing my duty. I do not say todo a wholesale enu- 
cleation for every foreign body—far from this ; ifsympathetic 
inflammation has manifested its presence I never fail to 
advise enucleation, and I have got the first case to regret 
for having taken such a course. Ido not think we act wisely 
by attempting to carry these risks. This case is only one of 
a dozen or more that has come under my own observation 
with like results. 

Dr. Horz—ealled attention to the fact that prognostically 
it made a vast difference whether the foreign body in the 
eyeball was lodged in the vitreous, or in the lens, or in the 
iris. General statements therefore on foreign bodies in the 
eye without mentioning the location must be misleading ; 
for instance, when a gentleman said it was his rule to take 
any eye out in which he found a foreign body, he certainly 
did not wish us to believe he would enucleate eyes having 
a foreign body in the iris or lens; for these foreign bodies 
may be either left in situ or can successfully be removed 
and the eyeball saved. But conservative treatment can not 
be recommended for foreign bodies in the vitreous. The 
experience of all oculists, at all times, has been that foreign 
bodies in the vitreous are a prolific source of sympathetic 
inflammation. Such eyes are a constant menace to their 
fellows and should be removed; for we have no right to 
jeopardize the sight of thousands of eyes by a conservative 
treatment, because in some rare exceptions it has proved 
satisfactory. We must not be guided in our actions by 
what our experience of every day shows to be the usual 
course with such patients. 

Pror. ZEHENDOR (by invitation of the chairman) called 
attention to the experiments of Kries and Haab with elec- 
tro-magnets of unequal strength for the extraction of iron 


and steel from the eye without entering the eyeball, but by 
magnetic traction through the tunics. Hehas observed two 
cases operated on in this manner by Dr. Schloesser of Mun- 
ich. In both cases the extraction of the iron piece succeeded 
very well and quite easily, but in one of these cases the 
piece was so big, that in spite of the extraction the eye was 
destroyed. He also related an instance in his experience in 
which he observed at the time the entrance of a foreign 
body into the interior of the eye in a boy, which was followed 
by retinal detachment and atrophy of that eyeball, but had 
not caused any sympathetic trouble in the fellow eye up to 
the time of his death sixteen years later. 


THE ACTION AND SAFETY OF CHLOROFORM. 


Being an abstract of a report to Surgeon Lieutenant Colonel Edward 
Lawrie and the Government of His Highness,the Nizam of 
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PROFESSOR OF THERAPEUTICS AND MATERIA MEDICA, JEFFERSON 
MEDICAL COLLEGE, PHILADELPHIA, 


AND E. Q. THORNTON, M.D. 
DEMONSTRATOR OF THERAPEUTICS, 

To any one who endeavors to view the subject of 
chloroform anesthesia in an entirely impartial light, 
two objects raise themselves so high above all others 
that they form the peaks about which the smaller 
questions must cluster. The first object on which 
the judicial eye rests is the firm belief of many clin- 
icians that chloroform may cause sudden cardiac 
death; the second object to be seen is the statement 
of the Hyderabad Chloroform Commissions that 
death from chloroform is never due to cardiac fail- 
ure. In the support of the first belief we have not 
only wide clinical observation but also the experi- 
mental evidences of a number of investigations. In 
support of the second statement we have an array of 
experimental study, not equaled by any other 
research extant, associated with an enormous num- 
ber of negative observations on man. Negative 
observations, because Lawrie alone in 25,000 cases 
has never had a death. 

The controversy concerning the action of chloro- 
form upon the animal! organism has been waged so 
incessantly for many years, and has led to such 
extraordinary efforts for its elucidation and final 
decision that any one who attempts to take part 
finds himself swamped by the number of statements 
and opinions which he is forced to regard. We have, 
therefore, approached this research feeling it was no 
ordinary task, and that a path already so well trav- 
eled must be gone over with the utmost care if any- 
thing new or of value was to be discovered. 

In March, 1892, Surgeon Lieut.-Col. Lawrie, whose 
interest in this subject is recognized by the medical 
profession the world over, wrote to one of us (Hare) 
asking that another chloroform research be insti- 
tuted for which the Government of his Highness the 
Nizam of Hyderabad would pay. The express object 
of the research was the reconciliation of at least 
some of the contradictory conclusions reached by 
various experimenters during the past few years. 

From the immense number of observations in 
regard to the action of chloroform in the laboratory 
and in the operating room it is evident that suffi- 
cient data are at hand to give us material to reach 
positive conclusions, and that the contradictory 
results hitherto obtained must have been reached b 
misinterpretation and error in experimental method, 
tinctured perhaps by opinions formed previous to 
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the completion of a line of study. There are certain 
facts in regard to chloroform which few will deny, 
the chief of which are that it has the advantage of 
rapid action without disagreeable preliminary or 
subsequent symptoms, its bulk is small and its odor 
agreeable but, more important than all, it is much 
more dangerous than ether. 

Though the Hyderabad Commission in their pre- 
liminary conclusions (page 80, paragraph 43) assert 
that ether is as dangerous as chloroform if given 
sufficiently to produce true anesthesia, we believe 
that the safety of ether is so universally recognized 
that this conclusion of the Commission can only be 
excused by the remembrance that ether has proba- 
bly been used as little by those who wrote this para- 
graph as chloroform is used in many parts of Amer- 
ica. This possibility is made a probability when 
we read that “if surgeons choose to be content with 
a condition of semi-anesthesia, it can no doubt be 
produced with perfect safety, though with discom- 
fort to the patient, by ether held rather closely over 
the mouth. Such a condition of imperfect anesthesia 
would.never be accepted by any surgeon accustomed 
to operated under chloroform.” That this statement 
shows, to put it mildly, that the writer knows not 
whereof he speaks is proved by the universal employ- 
ment of ether by hundreds of the best surgeons the 
world over in preference to chloroform. Further 
than this, medical literature contains so many statis- 
tical papers showing the small percentage of deaths 
from ether, compared to chloroform, that this point 
need not be discussed. 

There are certain other points in regard to the 
action of chloroform which may be put aside as set- 
tled and therefore not needing further study, being 
generally received as beyond criticism, and we have 
made no experiments looking to their reproduction 
but have devoted our efforts solely to the question 
over which discussion still proceeds. Thus, all in- 
vestigators concur in the statement that chloroform 
even in ordinary therapeutic quantity, acts as a pow- 
erful and constant depressant to arterial pressure. 
This conclusion has been reached by Bowditch, Minot 
and Coats, H. C. Wood and H. A. Hare, Gaskell and 
Shore, the Hyderabad Commission Nos. 1 and 2 and 
by every experiment in the research now carried out 
which forms this report. There is no evidence to 
the contrary and practically it has never been 
denied. Gaskell and Shore state, however, that 
chloroform may cause anesthesia without lowering 
blood pressure and that chloroform causes primarily 
a rise of pressure. They also believe that the chief 
cause in the fall of arterial pressure is cardiac and 
not vasomotor depression. The rise we have never 
seen except from struggles, and we have never been 
able to produce anesthesia without lowering the 
blood pressure, even when the drug was used in the 
smallest quantity capable of causing anesthesia and 
given as slowly as possible. We agree with the 
statement of the Hyderabad Commission that a fall 
of blood pressure always occurs when chloroform 
anesthesia is produced. 

We are also forced, as the result of our studies, to 
differ entirely with Gaskell and Shore in their state- 
ment that the fall of arterial pressure is due prima- 
rily to a weakening of the heart’s action and not to 

aralysis (depression?) of the vasomotor nerves. 
We believe that both factors cause the fall, but that 
the dominant factor is vasomotor depression because 


as will be seen in several of our tracings the pulse 
waves were quite strong though the blood pressure, 
through vasomotor relaxation, was absolutely to the 
abscissa line and we agree with Lawrie that no con- 
clusions as to the action of chloroform when inhaled 
can be drawn from the injection experiments of 
Gaskell and Shore into the arteries. One of our 
reasons for this belief is the entire difference in 
result. Another reason is that any powerful drug 
injected into the brain will cause a rise of blood 
pressure. Even nitrite of amyl, the prince of vaso- 
motor paralyzants, will do this. (See Gaskell and 
Shore 17, paragraph 68). We also believe that 
results obtained by such interesting methods of 
experimentation as those employed by Gaskell and 
Shore are not capable of giving posifively reliable 
information, as the conditions are so utterly at vari- 
ance with those in which chloroform is given to 
man and, further than this, their methods are such 
as to give room for fallacious results which can not 
be excluded by the greatest caution on the part of 
experimenters experienced as they are. 

Secondly, it is not denied by any one, that we 
know of, that chloroform exerts a powerful, depres- 
sant, paralyzant action on the respiratory center. 
This is agreed to by clinicians and by every one who 
has experimentally studied the action of the drug 
on the lower animals. 

Thirdly, it is universally conceded that chloro- 
form is a lethal agent of great power when brought 
in direct contact with highly vitalized tissues. 
Aside from these facts there are a number of others 
in which we find ourselves strictly in accord with 
the conclusions of the first and second Hyderabad 
Commissions. 

We find when the drug is pushed that insensibility 
comes first, then respiratory failure and finally 
cardiac arrest in every case in the lower animals. 
In other words, that cardiac arrest never ensues 
primarily from inhalation of chloroform.’ 


SUMMARY. 


From a careful study of the experiments so far 
reported, from studies made by one of us two years 
ago with H. C. Wood, and finally from this careful 
series of experiments we believe that the subject can 
be settled by the acceptance of both views in a mod- 
ified form, or in other words that there is no real 
antagonism in the beliefs that chloroform kills by 
depression of the respiration or paralysis of the 
heart. We very positively assert that chloroform 
practically always kills by failure of respiration 
when administered by inhalation, provided, and this 
provision is most important, that the heart of the 
anesthetized is healthy and has not been rendered 
functionally incompetent by fright or violent strug- 
gles or, again, by marked asphyxia. By a healthy 
heart we mean one which has not undergone true 
fatty degeneration or has not so severe a valvular 
lesion as to make the slightest variation in the even 
tenor of the circulation fatal. 

As positively as we assert that chloroform kills 
primarily by respiratory failure, so do we also assert 
that in excessive dose by inhalation it has a depres- 
sant effect on the circulation which is chiefly due to 
centric vasomotor depression with final depression 


1 Lack of space prevents the inclusion of three experimental records. 
zoey ean be band in the issue of the Therapeutic Gazette for Oct. 15, 
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of the cardiac muscle itself. Depression of the car- 
diac muscle alone is never great enough to cause 
death when the chloroform is given by inhalation, 
but we believe that gradual asphyxia with the direct 
depression of the circulation may do much towards 
producing a fatal result, for vasomotor integrity is 
almost as necessary to life as an intact cardiac 
mechanism. This circulatory depression has been 
considered a safeguard because it was supposed to 
prevent chloroform going to the vital centers, but in 
reality it is no safeguard because profound circula- 
tory depression is as great an evil as respiratory nar- 
cosis. That the circulatory depression may be dan- 
gerous is not only evident, but it is stated to be so 
by the Hyderabad Commission itself at the end of 
paragraph No.8. This circulatory depression may 
be so profound that recovery is impossible, even with 
the most thorough artificial respiration, a fact stated 
by the second Hyderabad Commission in paragraph 
25, which we quote in this paper. This emphasizes 
the fact that we can not afford to totally ignore the 
effect of chloroform on the circulation and we can 
not consider the patient in danger of circulatory 
failure only when the respiration ceases, but as 
soon as it becomes abnormal. On the other hand, 
we should remember that even if chloroform has 
been given properly, the arterial pressure may be so 
low as to give no pulse in the radial artery and yet 
the circulatory system be ready to respond at once 
when the drug is removed. If, therefore, the chloro- 
form is properly administered is there danger of its cir- 
culatory effect inman? Wethink that it is just at this 
point that our research and every other research on 
animals fails and necessarily fails, to produce a pos- 
itive reply. The variation in the action of a drug 
on a diseased individual from its effect on the nor- 
mal one is notorious, and we have no right to dog- 
matically assert that there is absolutely no danger 
of a circulatory depression in man, even if we found 
no evidence of failure in dogs, because there may be 
many idiosyncrasies or variations through disease in 
the human being which may completely reverse the 
results of experiments on healthy animals. 

In other words, supposing that the amount of 
depression from very full doses of chloroform equals 
25 units this amounts to little in the normal heart, 
but if the heart be depressed 25 additional units by 
disease the depression of 50 units may be fatal, partic- 
ularly if to this 50 is added 25 units more of depres- 
sion through fright and cardiac engorgement through 
disordered respiration or struggling. That true 
depression of the heart muscle may take place under 
chloroform seems to us most undoubted and we think 
that the tracings in every research that we have seen 
support this view. There is always a decrease in 
cardiac power manifested by the decrease in the force 
of the individual pulse beat and this passes away 
only if chloroform is removed early enough. We 
also agree with McWilliams that from the very first 
inhalation of chloroform there isa constant tendency 
to cardiac dilatation. 

We come finally to the all important questions: 

1.—Is chloroform a safe anesthetic? 

2.—Are we to watch the pulse or respiration during 
the use of the drug, and what are the signs in the 
respiratory function indicative of danger to the 
patient? 

3.—What is the true cause of death from chloro- 
form? 
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4.—Is death from chloroform possible when it is 
properly administered? 

5.—Under what circumstances is the surgeon to use 
chloroform in preference to the less dangerous anes- 
thetic, ether? 

6.—What is the best way of administering chloro- 
form? 

To the first question the answer is yes, for the 
majority of cases, provided it is given by one who is 
skilled in its use and not only knows how to give it 
but to detect signs of danger. It is not as safe as 
ether at any time, other things being equal, .and 
never safe in the hands of a tyro. 

To the second question the answer is, watch the 
respiration, because as soon as enough chloroform is 
used to endanger the circulation the respiration will 
show some signs of abnormality either in depth, 
shallowness or irregularity. In other words, the 
very effect of the drug may be to cause such deep 
and rapid respirations that an excessive quantity of 
the drug is taken into the lungs and continues to be 
absorbed even after the inhaler is withdrawn. 

As there is always a fall in pressure under chloro- 
form it is difficult to feel the radial or temporal 
pulse and the respiratory center recognizes the de- 
gree of arterial depression, which its sister vaso- 
motor center has permitted by finding that its blood 
supply is insufficient. As respiration fails first it 
should be watched first. Finally, it is only by wateh- 
ing the respiration that we can tell how much chloro- 
form the patient is getting. We do not watch this 
function for danger alone but to tell us of the dose. 

The answer to question three is that death is al- 
ways due in healthy animals to respiratory failure 
accompanied by circulatory depression, which latter 
may be severe enough to cause death even if artificial 
respiration is used skillfully. Death only occurs in 
the healthy animal when chloroform is given in ex- 
cessive quantities. 

Question four is impossible to answer for man 
from the basis of experimentation, as we can not 
produce identical diseased states in animals with 
those developed under various conditions in man. 
The physician having a case of heart disease should 
always advise the patient of the danger of any anes- 
thetic and he should remember, whether it is wise to 
tell the patient or not, that anesthesia always means 
a step toward death even in the healthiest of men. 
In the event of a death under chloroform the physi- 
cian is not to blame if he has taken proper prelimi- 
nary precautions and given the chloroform properly. 

Every one is agreed that the patient taking chloro- 
form should have plenty of fresh air and in India 
we understand that to all intents and purposes pa- 
tients are operated on in the open air, at least as 
compared to the closed rooms necessary in America 
and Europe. This free supply of air is important, 
whether we believe death to be imminent from 
cardiac or respiratory failure, but this supply of air 
matters little to the patient if he does not breathe 
freely nor does the dose of chloroform amount to 
aught if it is not drawn into the chest. The dose of 
chloroform is not the amount in the inhaler but the 
amount taken into the chest and finally the amount 
absorbed by the blood vessels. The rapidity and 
depth of respiratory movements is therefore, as 
Lawrie asserts, the entire key to the situation. We 
watch a windmill over a well to see if it is pumping 
into a reservoir a given quantity of water. If the 
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windmill works irregularly so that we know its 
pumping action is deranged we separate it from the 
pump until the wind blows steadily, in order that it 
may pump regularly. Similarly we withdraw chloro- 
form, as Lawrie says, whenever respiration becomes 
disturbed in rhythm or when struggling disturbs it, 
because it is the first indication that the drug’s ac- 
tion is uncertain and because there is no telling the 
dose which is absorbed. While watching the respira- 
tion will not warn us of a sudden cardiac arrest in 
fatty heart plus chloroform depression, neither will 
the pulse give us such warning and we are confident 
that the statement of the Hyderabad Commission 
that the respiration should be watched is correct, for we 
believe from along series of observations that grad- 
ual cardiac failure never occurs without producing 
respiratory changes from the very first. In other 
words, we do not believe that in a healthy heart 
chloroform can cause serious disorder without as a 
result of beginning disorder disturbing respiration 
and, second, that in a healthy heart a quantity of 
chloroform sufficient to disorder it will by its direct 
action disorder the respiration. , If, as an extra pre- 
caution, one assistant watches the pulse while the 
other watches the respiration, very well; for though 
the respiration is the more important function the 
man watching the pulse might discover an irregu- 
larity which the anesthetizer may not see reproduced 
in the respiratory action, but as divided attention gen- 
erally means aslighting of both objects in view ).aw- 
rie is right in insisting on the pulse being let alone. 

In answer to question five we have several points 
to offer: 1. Hot climates where ether is inapplic- 
able and where a free circulation of air increases 
the safety of the patient; 2. Chloroform may be 
used whenever a large number of persons are to be 
rapidly anesthetized so that the surgeon may pass 
on to others and save a majority of lives, even if the 
drug endangers a few, as on the battlefield where 
only asmall bulk of anesthetics can be carried: 3. 
Its employment is indicated in cases of Bright’s 
disease requiring the surgeon’s attention, owing to 
the fact that anesthesia may be obtained with so 
little chloroform that the kidneys are not irritated, 
whereas, ether, because of the large quantity neces- 
sarily used, would irritate these organs. Quantity 
for quantity, ether is, of course, the less irritating 
of the two; 4. In cases of aneurism, or great athe- 
roma of the blood vessels, where the shock of an 
operation without anesthesia would be a greater dan- 
ger than the use of the anesthetic, chloroform is to 
be employed, since the greater struggles caused by 
ether and the stimulating effect which it has on the 
circulation and blood pressure might cause vascular 
rupture; 5. In children or adults who already have 
bronchitis, or who are known to bear ether badly or, 
in other words, have an idiosyncrasy to that drug, 
chloroform may be employed; 6. Persons who 
struggle violently and who are robust and strong are 
in greater danger from the use of chloroform than 
the sickly and weak, probably because the struggles 
strain the heart and tend to dilate its walls. 

The safest method of administration is by Lawrie’s 
or Esmarch’s inhaler because these provide free cir- 
culation of air and donot distract the attention of 
the anesthetizer from the respiratory movement 
by complicated apparatus. Apparatus much like 
these in allowing a free amount of air, are the Hy- 
derabad chloroform inhaler, or open-ended cone with 


Krohne and Seseman’s respiration indicator attach- 
ment. The Junker inhaler, even with its modifica- 
tions, is too complicated and cumbersome and 
while less chloroform is wasted in administering the 
drug it must all be thrown out of the bottle after- 
wards. If used at all it should be used with the 
increased air supply and respiration indicator of 
Krohne and Seseman. 

We agree so heartily with Lawrie’s conclusions 
that we print them below: 

1.—The chloroform should be given on absorbent 
cotton stitched in an open cone or cap. (A depres- 
sion made through the opening in the inside flannel 
bag will answer as well.) 

2.—To insure regular breathing, the patient lying 
down with everything loose about the neck, heart 
and abdomen, should be made to blow into the cone, 
held at a little distance from the face. The right 
distance throughout the inhalation is the nearest . 
which does not cause struggling or choking or hold- 
ing of the breath. Provided no choking or holding 
of the breath occurs, the cap should gradually be 
brought nearer to, and eventually may be held close 
over, the mouth and nose as insensibility deepens. 

3.—The administrator’s sole object while produc- 
ing anesthesia is to keep the breathing regular. As 
long as the breathing is regular and the patient is 
not compelled to gasp in chloroform at an abnormal 
rate there is absolutely no danger whatever in push- 
ing the anesthetic till full anesthesia is produced. 

4.—Irregularity of the breathing is generally 
caused by insufficient air, which makes the patient 
struggle or choke or hold his breath. There is little 
or no tendency to either of those untoward events if 
sufficient air is given with the chloroform. If they 
do occur the cap must be removed, and the patient 
must be allowed to take a breath of fresh air before 
the administration is proceeded with. 

5.—Full anesthesiais estimated by insensitiveness 
of the cornea. It is also indicated by stertorous 
breathing, or by complete relaxation of the muscles. 
Directly the cornea becomes insensitive, or the breath- 
ing becomes stertorous, the inhalation should be 
stopped. The breathing may become stertorous, 
while the cornea is still insensitive. The rule to 
stop the inhalation should, notwithstanding, be rig- 
idly enforced and it will be found that the cornea 
always becomes insensitive within a few seconds 
afterwards. It is only necessary to add that the 
patient should be so dressed for an operation that 
his respiratory movements can be easily seen by the 
chloroformist. In the climate of India this is not 
difficult to manage, but it is rather more so in the 
climate of Europe; so that in this respect, and in 
this respect alone, the chloroformist in England and 
America is placed at a distinct disadvantage com- 
pared with the chloroformist in India. 

Note.—Since writing this report two important 
papers upon this subject have appeared in the Lon- 
don Lancet. The one by Gaskell and Shore, in which 
they carried out a line of ingenious cross-circulation 
experiments, and from which they conclude that the 
fallin blood pressure seen under chloroform is due 
to cardiac rather than vasomotor depression; and 
another paper published by Lawrie, in the London 
Lancet for Feb. 11, 1893, in which he refutes the 
statements made by Gaskell and Shore, and details 
experiments which he believes combat those of the 
two investigators just named. 
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The concluding paragraph of Lawrie’s latest con- 
tribution to the subject states the facts so clearly 
and is so in accord with what we have tried to set 
forth in our own report that we can not do better 
than quote the paragraph: 

‘The Hyderabad Commission’s work proves that, 
while Syme’s principles are right, there is no such 
thing as a safe method of chloroform administra- 
tion. It is no longer a question of the superiority 
of the London method or of the Edinburgh method ; 
absolute safety can be attained neither by watching 
the respiration nor the pulse for signs of danger— 
which are ia either case proof of improper admin- 
istration or of overdosing. Moreover, overdosing 
may take place whether the anesthetic is given on 
lint or on a towel, or on a cap such as we use, or with 
Junker’s or Skinner’s or any other form of appara- 
tus. The all-important point is that the breathing 
shall never be interfered with in any way. Safety 
under chloroform can unquestionably be insured, but 
it can only be so by attending to regular natural 
breathing; and, whatever method is employed, no 
one can deny that it is the bounden duty of the chlo- 
roformist to maintain natural breathing throughout 
the whole period of administration. To maintain 
natural breathing requires careful training and con- 
siderable experience, but if those conditions be ful- 
filled it is impossible to produce anything with chlo- 
roform but anesthesia; and the Hyderabad Commis- 
sion has shown that anesthesia alone is entirely free 
from risk,” provided the drug is not pushed too far 
and that the patient is in ordinary health. We 
would prefer to make the last sentence read: ‘“ Anes- 
thesia can be safely produced by chloroform.” 
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Summary of the Surgery of the Tendons.'—Wirn Six Ivivs- 3 


TRATIONS FROM LeEsARs.—By Joun B. Hamivron, M.D., LL.D., | 


Chicago. 

The Surgery of the Tendons is the somewhat ambitious 

title laid down on the program as the title of my paper, but 
as time has not permitted me to review the whole subject 
in extenso, I will ask you to excuse my shortcomings, while 
I give you a condensed statement that will probably need 
no further condensation at the hands of your secretary. 
After all, I think most of the ideas that are new, or even 
presented in new form, can be stated in very few words. 
j I will pass over lightly the literature of the tendons, 
although that is very extensive, not only in medical litera- 
ture, but in general literature. From the time Achilles’ 
mother, Thetis, dipped him in the Styx, to make him im- 
mortal, by grasping tightly the tendons that have since 
borne his name, down to the middle ages when ham-string- 
ing an enemy wasa pleasant pastime of the bold Barons, 
the tendons have had considerable prominence. 

In the surgery of modern war, where the wounds are 
made by builets and rarely by bayonet or saber, the ten- 
dons are rarely wounded, for the very obvious reason that 
bullet wounds in battle are received on the body in exact 
proportion to the exposed area. 

In civil life, the tendons are subject to dislocations more 
frequently than to wounds. 

These accidents, though attended by few pronounced 
symptoms, need careful attention. 

Contusions and punctured wounds need but scanty refer- 
| Read at the Mitchell District Medical Society. 


ence ; owing to the lack of vascularity, contusion of a ten- 
don is difficult to produce. Punectured wounds, when pro- 
duced by any instrument causing laceration of the tendon 
fibers, are usually accompanied by retraction of the cut 
fibers and local necrosis of the connective tissue filaments ; 
when made by a cutting instrument held parallel with the 
fibers, the wound closes with great rapidity, first by swelling 
of adjacent fibers from limited congestion ; and second, by 
direct adhesion. The tendon sheath, however, made up as 
it is of loosely united connective tissue, is exceedingly 
liable to infection, and tenonitis, so called, almost inva- 
riably runs its course in the tendon sheath. Notwith- 
standing the fact that longitudinal wounds or separations 
of the tendons heal with rapidity, yet the resulting cicatrix 
impairs the efliciency of the tendon for a longer or shorter 
period, according to the area involved. Sometimes this 
impairment amounts to total suspension of the functions of 
the members; and the practical deduction from this lesson 
is, that in opening abscesses lying underneath a tendon, the 
incision should invariably be made at the side of the tendon; not 
through it. This practical advice, I believe, is not generally 
adhered to in the cases of finger abscess, but it should be. 
In abscesses of the fingers the original point of infection is 
usually the periosteum ; the pus seeking exit in the line of 
least resistance usually projects from under the tendon on 
either side, and if the tension be not relieved at this time 
the adjacent bone participates in the inflammation, and it 
too becomes necrosed. 


Fig. 1. Tendon Su- 
ture of LeFort. 


Fig. 2. 


.2. Tendoa Suture 
Oflar. After Lejars. 


Gig. 2. Suture of 
LeDentu. 


It has been mentioned that the cicatrix impaired the 
functions of the tendon. Not only does this impairment 
occur but, owing to the feeble circulation of the tendon, the 
absorption of the redundant cicatricial tissue is slow, and 
sometimes the impairment is permanent. The sheath and 
the adjacent connective tissue being richer in blood vessels, 
not only accomplish repair sooner, but they more speedily 
remove the cicatrix. 

Theories of repair of tendons after injuries have under 
gone the same successive changes as that of repair of wounds 
elsewhere. The theory of: Hunter, that the elements of the 
blood were alone concerned in the repair of tendons, held 
sway until Bouvier in 1857 asserted that the tendon sheath 
by proliferation filled up the interspace between the rup- 
tured ends. Henle, Robin, Adams, Paget, Brodhurst, adhered 
to the theory of repair by exudation and direct union of the 
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ruptured ends. Ttircker, Donders, Virechow, Remak, Kolli- 
ker, Cornil and Ranvier have confirmed in the main the 
cellular theory of Bouvier by examination of cicatrices of 
tendons in man and animals and experimental tenotomies. 

According to Krauss, who wrote a memoir on this subject 
in 1888, “ the first alteration in the tendinous ends is like a 
degeneration; a shriveling at the center and a granular 
appearance of their protoplasm. But the principal modifi- 
cations consist in a proliferation of the tendon cells, in which 
there is often observed the karyokinetic figures, and a cor- 
responding enlargement of the fibrillar tissue. Afterwards 
the cells become round or angular and are prolonged from 
the fibrils, and the prolongations are found in the peri- or 
intra-muscular fascia.” 


Fig. 3. Suture by Anastomosis (Method of Schwartz). After Lejars. 

We may conclude that repair is complete when the func- 
tions of the muscle are restored; but as the restoration of 
the tendon necessarily depends upon the length of the 
separation space, we must interfere if we desire to secure 
early union. 

The question of suture of tendons is the one that most 
concerns the practitioner. Shall the ruptured tendon be 
sutured or left to nature? 


Fig.4. Method of Czerny. After Lejars. 


Galen opposed the suturing of tendons, and so long as his 
authority remained undisputed, the interdict prevented it. 
The credit of the change is given to Avicenna, and since his 
day surgeons have vied with each other in producing new 
forms of sutures, both in material and manner of applica- 
tion. My distinguished colleague, Professor Nicholas Senn, 
has been engaged for some time past in an exhaustive re- 
search of the medical literature of intestinal sutures, andthe 
fruits of that research will soon appear in the JouRNAL or THE 
American Mepicai Association. From that learned and 
instructive paper it will appear that it is almost impossible 
at this day to devise anew form of suture. This, however, 
only further corroborates the keen suggestion of Aristotle, 
“that probably all art and ail wisdom had once been fully 
explored and again forgotten.” 


Fig. 5. Suture by Anastomosis (Method of Tillaux and Duplay),. 
After Lejars. 


Not to take up your time with further historical allusions, 
I willonly mention the sutures of LeFort, WOlfler, LeDentu, 
Tillaux, Duplay, Schwartz and Czerny. 

The material most in favor at present is horsehair, and 
chromicized catgut. Subcutaneous wounds of the tendons 
do not require suture unless the distance between the ends 


be very great, but all open wounds severing tendons require 
that the tendon be sutured. The difficulty which has led to 
so many forms of suture is the separation of the fibers by 
reason of their retraction ; a complete ligature of the ten- 
don could only result in strangulation necrosis of the ends. 
The drawings herewith from Lejars give you a fair idea of 
the different methods. Of these, perhaps the most ingen- 
ious is that of Tillaux and Duplay, which consists in suture 
of the peripheral end of a cut tendon in a slot cut in an 
adjacent tendon. Finally, we have the proceeding of Czerny, 
by which a splicing is effected by transplantation. Trans- 
plantation of tendon sections has been made by Glitick, 
Georges Assaki and Fargin. Chassaignac as long ago as 
1853 had united a tendon to the skin, in a case of section of 
the flexors of the thumb and index finger, and by the ten- 
sion on the cutaneous cicatrix to which the tendon was 
united had good motion of the thumb and finger. 

Where the separation is of long duration, both proximal 
and distal ends must be freshened. 

Luxations.—Dislocations of the tendons are quite com- 
mon, the most common being the dislocation of the long 
head of the biceps, from the bicipital groove of the humerus. 
This accident is so thoroughly described in most works on 
dislocations, I will not dwell upon it here. The dislocation 
of the peroneal tendons from their groove at the external 
malleolus has escaped very much notice in the systematic 
works on surgery. I have seen two examples of this dislo- 
eation within the past year. Both were employes of the 
C., B. & Q. R. R., and both were switchmen. The accident 
may be recognized by pain, inability to turn the foot out- 
wardly without pain, and the tendon may be seen and felt 
resting on the external surface of the malleolus. One of 
my patients acquired the habit of throwing the tendon out 
of its groove at will, the operation itself being painless. 
The attempt to walk while the tendon was in this abnormal 
position was very painful. He could reduce the dislocation 
easily by manipulation. The action seems to be produced 
while the weight of the body is thrown on the ball of the 
foot, the foot being extended and slightly rolled toward the 
inner border. Once produced its recurrence is common. 
The accident is also alleged to have occurred to horseback 
riders. 

The reduction of dislocation of the peroneal tendon is 
easily effected, but the difficulty is to retain it in position. 
Fixation by the Martin’s bandage, incision and suture 
have each their advocates, and Madyl of Vienna deepened 
the malleolar groove with a chisel; in my own cases, the 
men being on the hospital list of the railroad company, 
declined to submit to an operation. There is a strong 
probability that suturing the peroneal tendon to that of 
the flexor longus policis, which is adjacent, might prevent 
its return, but the operation of Prof. Albert seems to fully 
meet the indications.—St. Louis Medical Mirror, Sept., 1893. 


Trional.—Koppers (Jutern. Klin. Rund., 29, 30, 1893), ob- 
served the action of trional in twelve patients and arrived 
at the following conclusions: In most cases of simple 
insomnia, 15 grains sufficed to induce sleep within half an 
hour; 20 or 80 grains may be given if necessary, but with 
still larger doses the effect does not seem to increase pro- 
portionately. Where pain is present some, though not much, 
sleep results. Owing to the rapidity of its action trional is 
best taken at bedtime in some warm vehicle, such as milk 
or tea. The after effects consisted only in slight heaviness 
in the morning, owing, apparently, to the direct action of 
the drug upon the cortex of the brain, and some slowing of 


the heart’s action. If necessary, it also can be administered 
per rectum, the action thereby not being lessened.—British 


Medical Journal, Sept. 9, 1893, 
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SATURDAY, OCTOBER 14, 1898. 


EXTRA-UTERINE PREGNANCY. 

Nothing in surgery is more typical of the advances 
which modern science has made than is the treat- 
ment of extra-uterine pregnancy. Although the 
axiom that death was due to hemorrhage and that 
the bleeding vessel must be secured was laid down 
over a century ago, it was a half century before the 
precept became practice and not until the present 
time, following the teaching of Mr. Tart, has the 
practice received the sanction of the operators of the 
world. If there was nothing else of which he might 
be proud, the abdominal surgeon might well point 
to the iife saving record in ectopic gestation. 

Although the modern literature of the subject has 
assumed enormous proportions, beginning with the 
classical work of Dr. PArRry in 1876, there are still 
many points on which there is by no means a con- 
sensus of opinion in the profession. In the first 
place, there is a division as to the possibility of an 
absolute diagnosis previous to rupture. The disease 
is simulated by so many conditions, that it is 
unwise to lay down a train of symptoms which shall 
be taken as convincing evidence of the existence of an 
ectopic pregnancy. So closely does miliary disease 
of the ovary simulate ectopic pregnancy that skilled 
observers, men of wide experience, have been misled. 
The so-called “classical symptoms” of extra-uterine 
pregnancy are all here—the absence of one or more 
monthly periods, followed by a hemorrhage from the 
uterus, the morning sickness, the boggy tumor in the 
ovarian region—all may be present in tuberculosis 
of the ovary and may easily deceive the physician 
into thinking the case one of misplaced pregnancy. 
Again, the seeming extra-uterine pregnancy proves 
at the operating table to be a Fallopian tube filled 
with pus and causing the pain and hemorrhage that 
have given rise to the mistaken diagnosis. A 


pedunculated fibroma lying to one side of the uterus 
may present close resemblance to the graver trouble, 
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or a normal pregnancy in a thin-walled uterus may 
produce such symptoms as to render a_ positive 
diagnosis between the two conditions possible only 
after weeks of anxious waiting. 

Men of the rare opportunities of study and the 
large experience of Mr. Tarr and Dr. JosepH Price 
confess that they have been misled repeatedly and 
are almost willing to say that a diagnosis prior to 
rupture is impossible. 

Mr. Tait, in his monograph on ectopic pregnancy 
and pelvic hematocele, says: 

“T have never but once been called upon to make an 
examination until the rupture had occurred, and in that case: 
there was neither history or symptoms which enabled us to 
do more than determine that there was tubal occlusion ; 
not, indeed until the rupture occurred and the abdomen 
was opened was a diagnosis possible. Under these circum- 
stances I think I may be excused for maintaining a some- 
what skeptical attitude concerning the correctness of the 
diagnoses of those gentlemen who speak so confidently of 
making certain diagnoses in cases of tubal pregnancy before 
the period of rupture, and who speak with equal confidence 
of curing the cases by a puncture, either simple, medi- 
cated or electrolytic.” 

Dr. Price is even more positive in his opinion as 
to the difficulty, if not impossibility, of diagnosis 
previous to rupture. In a recent paper he says: 

“Exceptionally, if ever, is the trouble recognized before 
rupture. The few cases recorded have all been by men 
with one experience, with very little knowledge of the 
murderous troubles found in the pelvis. A few surgeons, 
with an experience of nearly one hundred sections for 
ruptured tubal pregnancy, have never found one un- 
ruptured,”! 

In the face of all the evidence on the subject it 


would seem that the diagnosis that is reported as 
made before rupture, is rather the result of a happy 
chance than the outcome of knowledge and weighing 
of symptoms on the part of the attendant. 

After rupture the diagnosis becomes easy, though 
rupture has many times been mistaken for an abor- 
tion by the attendant physician. The sudden col- 
lapse with all the signs present of internal hemor- 
rhage and the agonizing pelvic pain present a 
picture to the mind so vivid as to make mistake 
impossible. A pelvic examination and the finding 
there of a boggy mass to one side of the uterus 
would settle the case beyond a doubt and one feels 
inclined to ask if, in those cases that have been mis- 
taken for abortion, a sufficiently thorough examina- 
tion had been made or if the doctor merely took the 
woman’s statement that she was aborting. 

Rupture takes place either into the peritoneal 
cavity or between the folds of the broad ligament. 
If into the peritoneal cavity the wretched mother 
rapidly succumbs to the loss of blood and the pecu- 
liar and excessive shock that follows the accident. 
Rarely, it happens that the rupture takes piace into 
the broad ligament and the fetus, developing in its. 
new position, goes on to term and dies, condemning its. 

1 Medical and Surgical Reporter, Sept. 30, 1893. 
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bearer to invalidism and all the horrors of abscesses 
breaking into bowel or bladder and discharging the 
bones of her unfortunate offspring. 

It would seem as if common sense would point out 
‘the treatment. In any such hemorrhage from 
another part of the body, the physician would 
scarcely do his duty did he not seek out the bleeding 
vessel and secure it; yet we find men advocating 
anything rather than the surgical treatment. Pune- 
ture of the sac, injections into it of lethal substances, 
and electricity have all had their supporters. These 
agents find their use only previous to rupture and 
the uncertainty of diagnosis, and the fact that even 
in the hands of experts they have failed to save the 
patient from an operation are a sufficient answer to 
their claims. 

That cases have recovered without operation is no 
reason that the surgeon should shirk his duty. The 
moment rupture occurs, the abdomen should be 
opened and the hemorrhage stopped by the removal 
of its cause. In no event should the case be allowed 
to go on in the hope that the patient, by some provi- 
dential agency, may survive. The dangers of the 
hemorrhage, with the peritonitis and septicemia that 
follow the accident are too great to be set aside. 

An important point in the surgical treatment is 
whether, in a ruptured tubal pregnancy of one side, 
the other side should also be removed to prevent the 
recurrence of the accident. In a paper on “Repeated 
Extra-uterine Pregnancy,” published in the JourNAL 
for Sept. 16, 1898, Dr. McKetway reports a case 
where the patient, after providentially escaping an 
untreated tubal pregnancy of one side was seized 
nine months later by a similar accident on the 
remaining side, from which she escaped only after a 
prompt operation and heroic measures. In discuss- 
ing the case the author says: “My study of this and 
other cases leads me tothe conclusion that both tubes 
and ovaries should be invariably removed in every 
case of ectopic gestation.” In view of the fact that 
the causes of a pregnancy in one tube may be present 
in the other, is it right that the woman should be 
exposed to the chances of a repetition of the accident. 
The question is one of greatimportance. It is possi- 
ble that the accident may never recur and there are 
many instances where the patient has subsequently 
had normal pregnancies and remained healthy. To 
offset this are the cases where the second ectopic 
pregnancy has followed a normal pregnancy. Inthe 
discussion which followed the paper, the conserva- 
tive ground was taken that the other side should not 
be removed unless there was evidence of existing 
disease. Removal of the sound side adds slightly 
to the risks of the operation by increasing the shock 
and prolonging the operation; but, in a patient 
already at death’s door and where safety depends on 
a short, dextrous operation, these considerations 


weigh heavily. The question is one to which our 
operators with large experience should turn their 
attention, and it is for them to decide whether the 
chances of a presumably healthy tube being the site 
of a subsequent pregnancy are sufficiently great to 
call for the more severe procedure. 

Another point is raised as to the treatment of the 
placenta in case the pregnancy is so far advanced as 
to render the removal of the entire sac impracticable 
or dangerous. Various plans of procedure have been 
devised. The sac has been stitched to the abdominal 
wound and drained; it has been sealed and left in 
situ to be absorbed—all with more or less good results. 
Sound surgical sense would teach that the safety of 
the patient lies in the complete removal of the sac 
wherever possible, and, with the agents at our com- 
mand, heat and gauze packing, the hemorrhage can 
be controlled and the placenta removed in almost 
every instance with a prospect of safe recovery for 
the patient. Where it has grown so intimately to 
surrounding structures—often intestines and im- 
portant viscera—it should be thoroughly cleansed by 
repeated washings with boiled pure water and her- 
metically sealed, in order that it may be digested and 
gradually absorbed with the least possible chance of 
septic decomposition. 

A third question is whether, in case the patient 
survive a primary rupture the case shall be allowed 


to go on to viability of the child in order to save the © 


life of the child. It is an obstetric maxim about 
which there is not the slightest cavil, that the 
mother’s life is to be respected more than the child’s, 
and it would seem that the added risk to the mother 
should weigh against the child’s life and therefore 
the misplaced product of conception should be 
removed as early as it is discovered. Delays in this 
as in other matters are full of danger. 

From the beginning to the end, extra-uterine preg- 
nancy is full of danger. The sudden urgency of the 
accident, coming as it does without warning, makes 
it a matter of the greatest concern to the specialist 
and the general practitioner alike.. In the majority 
of instances, the diagnosis must be made by the 
family physician, and the specialist comes in only 
to confirm the general practitioner’s opinion and to 
perform the life saving operation. 

“Tubal pregnancy isa grave, perilous trouble from 
the very instant of its inception, and from the 
instant of its first recognition there should be no 
suspension of the vigil over it. There is but one 
safe choice, and that is prompt removal when the 
accident is first recognized.” Such are the words of 
a successful operator and they contain a truth that 
it were well to understand, and knowing to heed. 


Blank applications for membership in the AssocraTion, 
at the JourNat office. 
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‘THE INTERNATIONAL PUBLIC HEALTH CONGRESS, 

The meeting of the Public Health Congress this 
‘week constitutes one of the most interesting of the 
‘series of World’s Fair International Medical Con- 
gresses. Interesting alike to the physician and the 
laity, the proceedings of the Health Congress are of 
value to all mankind. The cure of disease largely 


concerns the readers of the JourRNAL, but the preven- 


‘tion of disease appeals alike to all. 
We are sure, therefore, that the address of Prest- 
DENT Durein which is printed exclusively in the 


-JOURNAL, will be widely appreciated, not only on 
account of its intrinsic interest, but because the 


author as Chairman of the Board of Health of the 
-city of Boston, for the past twenty years, has had 


exceptional advantages for the study and solution of 


most of the complicated questions of municipal san- 
‘itation, that are likely to interest health officers 
throughout the world. 

The merging of the American Public Health Asso- 


ciation with the International Congress of Public 


Health proved a wise measure, as the considerable 
number of papers on the program by foreign 
-authors added much to the interest and success of 
‘the meeting. 

That veteran of sanitary science, Dr. Jonn H. 
-Ravucu, was Chairman of the Committee of Arrange- 
ments, and he was ably seconded by Dr. M. R. 
Brewer, the Secretary of the Committee. 


THE AMERICAN PUBLIC HEALTH ASSOCIATION. 

This organization has been in session during the 
past week in connection with the International San- 
itary Congress, as will be seen elsewhere in the 
-columns of the JourRNAL. It has arrived at its major- 
ity. This is its twenty-first annual meeting. The 
necessity for such an Association was felt immediately 
after the war by those who had been trained in the 
military service and had subsequently been called to 
act as health officials in a civil capacity. The war 
-demonstrated the importance of preventive medicine. 
A fighting force has to be kept in fighting condition. 

Textbooks on sanitary science were few, and the 
best of them were not adapted to the civic health 
officer. Each such health officer practically was 
acting independently. The necessity for bringing 
together, in one body, those interested in sanitary 
matters, for the purpose of inaugurating measures 
for the restriction and prevention of contagious dis- 


eases and for the diffusion of sanitary knowledge 


among the people, was so apparent that after several 
years of conference and correspondence the Associa- 
tion was formed in the fall of 1872. 

The only attempt at organization prior to this was 
the quarantine convention, composed of representa- 
tives from the cities of Baltimore, Philadelphia, New 
York and Boston. Dr. Witson H. Jewe tu of Phila- 


delphia, was the leading spirit in this movement. 
This was at the time when quarantine was the only 
preventive measure used to combat foreign pestilence. 
This convention, after an existence of four or five 
years, had been extinct some time before the creation 
of the American Public Health Association. For 
several years the new Association required a great 
deal of labor and self sacrifice on the part of those 
who had inaugurated it to keep it in existence. The 
growth of the Association and the work it has ac- 
complished prove the correctness of the views of its 
founders. Its membership has been augmented from 
year to year, until it now constitutes the largest and 
strongest sanitary body in the world, and embraces 
in territorial extent the United States, the Dominion 
of Canada and the republic of Mexico. Under the 
impetus given by its work, State and local boards of 
health and sanitary associations have been organized, 
sanitary publications increased, and hygienic knowl- 
edge widely diffused. 

The terms of its membership are sufficiently broad 
to include all who are interested in public health 
questions. Its transactions not only contain reports 
of patient laboratory investigation, but the practical 
conclusions of those actively engaged in sanitary 
work, 

Preventive medicine is necessarily and entirely 
disinterested and of the highest type of benevolence ; 
and the American Public Health Association should 
have the cordial support of all who are interested in 
the well being of humanity. 


THE INSPECTION’ OF MERCHANTABLE WATERS. 

The vast number of places in our country where 
mineral and table waters are sold has made it a mat- 
ter of solicitude whether or not they are what their 
label represents. It is not only distressing to be 
doubtful about the quality of the bottled waters, 
but it amounts almost to panic when we reflect that 
what purports to be Brother Hart’s APOLLINARIS may 
be a vile mixture, filtered from the Chicago River, or 
pumped from the nearest hydrant; and that even 
Wisconsin, Waukesha or Chippewa Spring water, to 
say nothing of the unnamed thousands, may also be 
either extremely stale, or altogether fraudulent in 
any market. : 

There is no question but advances in civilization 
will ultimately require protection of the people 
against fraud, but as yet we know of no municipal 
ordinance which requires the inspection of bottled 
waters. Not only is it an act of fraud to sell waters 
under a false label, but it is in effect criminal, when 
persons imagine they are receiving medicinal waters 
as prescribed by their physician. 

There is a certain water in West Virginia of great 
value in gastritis. Nowif any physician in any city 
knowing its virtues, should prescribe it, and the 
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patient obtain the product of the hydrant instead, 
no words could sufficiently characterize the fraud; 
and yet we are credibly informed that there exists in 
the city of Chicago, a factory where not only the 
labels, but the corks and bottles, may be procured in 
exact imitation of any known water. We doubt ex- 
tremely whether Chicago isalone in this iniquity, 
and it is more than probable that a large percentage 
of the water sold in bottles is fraudulent. 

The mere suspicion of fraud in the sale of these 
waters, is enough to cause many td turn to other 
beverages. 


“Tf she be not fair to me, 
What care I how fair she be.” 


If this be true of the bottled waters, what can we 
say of the waters delivered to customers by incor- 
porated companies in bulk? The water may be good, 
but nobody can say so except the vendors themselves, 
for there is no qualified inspector. 

The need for water inspection is therefore one of 
urgency, and we shall be pleased to record the date 
of passage of the first municipal ordinance for the 
prevention of fraud in the sale of potable and min- 
eral waters. 


THE MISSISSIPPI VALLEY MEDICAL ASSOCIATION. 

The annual meeting of the Mississippi Valley 
Medical Association was held at Indianapolis on Octo- 
ber 4, 5 and 6, under the presidency of Dr. R. 8. Sur- 
TON of Pittsburgh. 

The attendance was less than at some meetings 
previously held, but it is easily accounted for by the 
recent financial stringency and the Pan-American 
Medical Congress. The proxithity of the World’s 
Fair at Chicago, and to a less extent the St. Louis 
Exposition served to attract members in those direc- 
tions. 

As usual, the American Medical Association mem- 
bers constituted about four-fifths of those attending, 
and their share in the scientific work was propor- 
tionate. 

The papers were excellent, and we print in other 
pages an abstract of them. 

The discussions were well sustained, animated and 
interesting. They would have been more voluminous 
but for lack of time;—the great number on the 
program allowed but limited time for discussion. 

The high standard of the papers read at this meet- 
ing is a source of gratification to the well wishers of 
the Association. 


A MEDICAL EDITOR’S RESIGNATION. 

Dr. Cyrus Epson has resigned from the editor’s 
chair of the Doctor of Hygiene, of New York. At 
least he is reported as saying that his name will not 
appear again as responsible for its management. The 
journal was formerly known as the Doctor, but soon 
after its change of name and the entry of Dr. Epson, 


then the Sanitary Superintendent and later a Com- 
missioner of the Health Department, the make-up of 
the paper became such as to attract attention. The 
names and portraits of the president and officers 
were published on the front cover, as if it were an 
official organ of the Board, and it purported to be “in 
the interests of American boards of health.” Vari- 
ous schemes of a sanitary nature sought the columns 
of that paper, with the intention apparently of tak- 
ing shelter under the roof of this bright project. A 
water- filter company at the head of which Dr. Epson’s 
name figured, was among these. The imputation, 
however, that the position of the latter as a health 
official was liable to misuse for private gain, led him 
to withdraw from the company. There have been a 
great many resignations of late years in relation to 
the New York Board, but very little repose. The 
politicians have their grip on it, and use it to the 
utmost of their power. 


ORGANIZATION A PROFESSIONAL NECESSITY. 

The Medical News of Philadelphia, which has been 
making many pointed appeals for a greater and 
stronger union, in a recent and able editorial on the 
attitude of the lay press to the medical profession 
says: 

“A Philadelphia newspaper lately made itself the agent 
of some patent medicine cure-all, and distributed thousands 
of bottles over its counter. 

“There remains, of course, the humiliating confession that 
the existence of the newspaper doctor and of the newspaper 
debauch in quackery is indirectly and in large part the 
fault of the profession itself, dependent upon the fact that 
we are a non-organized profession, and that what organi- 
zation we have is not used in the practical righting of medi- 
cal abuses. Thus, again and perpetually, recurs the truth 
that every medical scandal and every aspect of our power- 
lessness resolves itself into our sins of disorganization, and 
of non-interest in practica] matters and in preventive medi- 
cine. Out of a hundred thousand physicians in America 
hardly a hundredth part are active members of the Ameri- 
can Medical Association, and the section meetings of “con- 
gresses” of physicians could almost always be held in an 
ordinary private sitting-room of a workman’s cottage—so 
slim is the attendance. And when we do meet we discuss 
the symptoms and treatment of individual cases of illness, 
leaving out of consideration the production of disease, the 
prevention of it,and the domination of legislation, the 
newspapers, and the lay-world by the quack and the pill- 
vendor. 

“How can we bring any influence to bear upon the news- 
papers if we present the spectacle of a disunited and fac- 
tional lot of scramblers and indifferentists? There are 
many of these newspapers who are simply ignorant and 
thoughtless as regards the disgrace of their advertising 
columns, and who could easily be shamed out of it if we 
were but united among ourselves, and would use our united 
strength for matters of practical reforms of medical abuse 
and preventive medicine. Organize, and use organization 
for the world’s sake! is the command of professional honor 
and of benevolence.” 


Honors to Pror. Pozz1.—The Chicago Gyneco- 
logical Society, of which Dr. E. J. Dorrtne is Presi- 
dent, gave a dinner to Pror. S. Pozzi, Professeur 
Aggrégé to the Faculty of Medicine and Surgeon to 
the Lourcine-Pascal Hospital of Paris, on Friday, 


October 6. 
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Mississippi Valley Medical Association. 


Abstract of the Proceedings of the Nineteenth Annual Meeting 

held at Indianapolis, Ind., Oct. 4, 5and 6, 1893, 
FIRST DAY—GENERAL SESSION. 

The Association met in Plymouth Church, and was called 
to order by the Chairman of the Committee of Arrangements, 
Dr. George J. Cook of Indianapolis. 

Divine blessing was invoked by the Rev. Frederick E. 
Dewhurst. 

Governor Martnuews was introduced and delivered an 

ADDRESS OF WELCOME, ~ 

The President, Dr. R. Stanspury Surron of Pittsburg, was 
introduced and delivered the President’s Address. He 
selected for his subject, 

FIBROID TUMORS OF THE UTERUS. 


After giving a definition of these tumors the author 
dwelt upon the etiology, which he said is still a mystery. 
They are more frequent in the black than in the white race. 
In both races they are more frequent in the body than in 
the neck of the uterus, and more frequently situated in the 

osterior than in the anterior wall. After the menopause 
is established these tumors generally disappear, unless they 
have undergone cystic degeneration. Bearing on this point 
Dr. Sutton reported an anomalous case. The patient was 
43 years of age, she had never menstruated in her life, had 
never shown any physiological evidence of ovulation, had 
been twice married, was then a widow and childless. She 
had for ten years a large fibro-myoma of the uterus, which 
thus far gave no evidence of atro”-ny. 

With regard to the pathology, the tumor always has its 
origin in the substance of the uterine wall or sub-peritoneal 
connective tissue. 

The symptoms accompanying the presence of these 
tumors in various localities and stages of growth are widely 
different. However, the class of indications are patent as 
found in the vast majority of cases,and may be tabulated 
as follows: 1, vague pain in the pelvic region; 2, pain refer- 
red to the front or back of the leg; 3, irritability of the 
bladder or rectum; 4, uterine tenesmus; 5, menorrhagia or 
metrorrhagia; 6, dysmenorrhea; 7, profuse leucorrhea; 8, 
serous discharge from the uterus. 

The diagnosis of very small fibro-myomata, when many 
of the leading symptoms are absent, is considered extremely 
difficult. As far as the medical treatment is concerned, but 
little can be done for the relief of patients suffering from 


fibro-myomata, and nothing for those suffering from those | o 


tumors which have undergone cystic degeneration. Surgi- 
cally, there are but two routes by which solid, uterine 
tumors can be removed, either through the vagina or by 
abdominal section. With the exception of small tumors 
with a well-defined pedicle, all sub-peritoneal fibro-myomata 
are reached only by section of the abdominal wall. Dr. 
Sutton in one case divided the posterior wall of the vagina 
and through this opening delivered the tumor. 
SECTION ON GENERAL MEDICINE. 
Dr. O. Everts of College Hill, Ohio, Chairman. 
FORENSIC MEDICINE. 


This paper was read by Dr. C.G.Comeeys of Cincinnati. 
The author had come to the conclusion, from his experience, 
that there are but few lawyers sufficiently informed in 
medical science to conduct a case in the interests of truth 
and justice, especially the most important cases in medical 
zmerenence, Every physician, as an expert witness, must 

ave observed the embarrassment of lawyers in trying 
medical cases. They ask questions enough, but from their 
lack of medical pepe they are incapable of thoroughly 
understanding the answers of a witness, so that the proper 
interpretation of them, bearing upon the history of a case 
at the bar, may be reached, and when endeavoring to give 
the court and jury clear views of the subject by additional 

uestions, they often confuse the wholeinvestigation. This 

isagreeable state of affairs is usually brought about by 
certain lawyers who have armed themselves by a super- 
ficial study of medical works for the occasion. Dr.Comegys 
believes that the ae order of legal men will welcome wall- 
trained men in medicine as coadjutors in the lofty work 
of establishing justice. 

PROBLEMS OF PUBLIC INTEREST CONCERNING THE INSANE, 


by Dr. Orpuevs Everts of College Hill, Ohio. The author 


said there are several problems of public interest involved 
in the present relations of society to the insane. Among 
the more important of these are questions of dependency 
and curability of the insane and the preventability of 
insanity. The author summarized his conclusions as fol- 
lows: 

1—Intelligent provision for the insane implies provision 
for various classes, according to the capabilities of enjoy- 
ment and the exercise of variously impaired faculties. 

2.—Publie provision for whatever class of insane persons 
implies housing, clothing, food, sanitary and moral disci- 
pline, amusement and employment for such as are capable 
of being amused and employed, and n edical treatment for 
the sick. The essential features of such provision are 
adaptability to the needs of each distinctive class. 

3.—Great, expensive, architecturally imposing palaces, 
providing alike for all classes, however serviceable they 
may have been, esthetically considered, in times past, as 
they unquestionably were, are no longer necessary nor 
appropriate to the needs indicated. So long as the insane 
are comfortably housed, each class according to its condi- 
tion, it is comparatively unimportant whether it be in large 
or small houses, cottages or palaces, connected or detached, 
in high or low buildings. 

4—It is important that the insane of all classes be well 
fed under careful supervision; but whether in small or 
large dining rooms, by groups or congregations, is of little 
consequence; that it should be a matter of convenience 
rather than of number. 

5.—It is important that public institutions for the insane , 
be well organized and administered. 

6.—It is wise to retain in office capable men who have 
demonstrated their fitness by successful management of 
affairs, so long as their capabilities continue to be elastic. 

CHOREA IN ITS RELATION TO RHEUMATISM, 

This paper was contributed by Dr. L. N. Love of St. Louis. 
The author said that recently the pathology of this disease 
has been cleared up to a very considerable degree, so that 
now it is a definite affection and one especially incident 
to childhood. Dr. Love reported a case of chorea occurring 
in his practice with a marked history of rheumatism, it 
being one of ten cases observed and illustrative of this 
class. The cases did not occur successively. Between 
them other cases presented themselves minus the rheumatic 
history, but four of the number occurred in rapid succession 
with as pronounced rheumatic history. Of the entire ten, 
seven were girls. Among the exciting causes of the disease 
are irritation in the nostrils and adenoid growths in the 
vault of the poeeene. Inasmuch as Kirkes, Tuckwell, 
Hogan? Jackson and Bastian support the embolic theory 

f the disease, and in consideration of the fact that chorea 
is so frequently associated with endocarditis, we should be 
on the alert to interrogate the heart when called to a case 
of chorea. As matters now stand, we have numerous excit- 
ing causes resulting in chorea. 

CHOREA; ITS PATHOLOGY AND TREATMENT. 


This paper was contributed by Dr. H. M. Lasn of Indi- 
anapolis. So much uncertainty has existed regarding the 
pathology of chorea, that its treatment has been varied and 
widely different in its character and aim, amounting even 
toempiricism. Under all forms recovery has been recorded ; 
but it is certainly interesting to note the variety of views 
which have been from time to time,and which are still 
held, in regard to this most peculiar disease. The author 
then gave the causes of chorea as laid down in the recent 
work on nervous diseases by Dr. Landon Carter Gray. He 
referred to the repeated experiments of Dr. H. C. Wood, 
who announced his conviction that the choreic movements 
had their origin in the spinal cord and were directly due to 
paralysis or depression of the inhibitory function of the 
cells of the spinal cord. Acting on the strength of this 
conviction, Dr. Wood sought for a remedy that would 
strengthen the proper function of these cells, and he found 
it in quinin. 

Dr. Lash then reported a case of acute chorea in a boy 13 
years of age. The choreic movements were constant, general 
and pronounced. It was agreed to try Dr. Wood’s suggestion, 
and so the patient was put on full doses ofquinin. Twenty 
grains a day, in four doses, were given him for three days, 
when he showed considerable improvement. The quinin 
was increased to 25 grains a day and given in that amount 
for threed@&ays more, when the patient again reported. 
There were no remaining symptoms of the chorea, and 
the aoe was gradually withdrawn. The patient has 
remained entirely free from the trouble ever since, and 
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without any future treatment of any kind. Another sim- 
ilar case was reported with a successful result. 


DIPHTHERIA ; ITS SPECIFIC DIAGNOSIS. 

This was the title of a paper read by Dr. J. C. CuL- 
BERTSON of Cincinnati. The author said that this disease 
is of peculiar interest because of its singularity in being 
more treacherous and insidious in its manifestations than 
any other affection that is met with by the practitioner 
of medicine. The uncertainty of diagnosis had caused 
some excellent practitioners to adopt the pernicious 
habit of diagnosticating and treating all cases of sore 
throat, whether simple or malignant, as if they were true 
diphtheria. True, the treatment designed for diphtheria 
may cure a tonsilitis, but inestimable harm may have been 
done in causing an unnecessary alarm on the part of the 
patient’s family, and the disagreeable inconvenience that 
accompanies isolation of the patient and quarantining of 
the family, to be followed by the mockery of disinfection 
of non-infected apartments and perhaps destruction of 
clothing and furniture. On the other hand, a case of 
diphtheria, diagnosed as a simple tonsilitis, may be the 
cause of breaking up a school or producing an epidemic, 
with an indefinite amount of sickness and many deaths. A 
case was cited in point. 

Dr. Culbertson then referred to the importance of util- 
izing the science of ee en and mentioned the plan 
adopted by the New York City Board of Health of having 
undertaken to provide laboratory facilities for all practi- 


tioners of medicine in that city free of charge. 


A TREATMENT GIVING A LOW DEATH RATE IN CASES OF 
DIPHTHERIA IN HOSPITAL AND PRIVATE PRACTICE, 
Dr. WituiAm A. GaLLoway of Xenia, Ohio, read this paper, 
The subject was treated from the standpoint of recent hos- 
ital practice, 234 cases with a death rate of 14 per cent. under 
avorable sanitary surroundings. The paper embraced re- 
ports from private practice of physicians who had given the 
treatment faithful trial during the past three years, who un- 
hesitatingly commended its vaiue and all were able toshow a 
death rate Lalaw 10 per cent. The subject was divided into 
the hygienic,in which the most careful attention was paid to 
the isolation and of patients ; the constitutional 
and local topical treatment, the latter being considered by 
the writer as secondary in importance. Under constitu- 
tional treatment, immediately the nature of the disease was 
suspected, the writer gave 1 grain of calomel for each year 
of the patient’s age up to 18, repeating the dose in four to 
six hours and met the action of the mercurial with copious 
hot water injections. This treatment was persisted in until 
the full action of the calomel on the Jiver and kidneys was 
obtained, relieving these two important excretory organs of 
the paretic condition caused by the absorption of the tox- 
albumin product of the Klebs-Leeffler bacillus. Improve- 
ment in the patient’s appearance was immediate and the 
mercurials acted freely. The quantity of foul smelling 
rass-green dejecta resulting is astounding. There is no 
ear from salivation, as under the most heroic use of 
mercurials no symptom of salivation bas been observed by 
the writeror his friends. Internally corrosive sublimate 
was given up to 1-80 of a grain, with full doses of tincture of 
chlorid of iron and alcohol hourly at night and during the 
day. Local topical treatment consisted of a of hydro- 
gen, one-quarter solution, for cleansing the throat, which 
was commended, while as an escharotic 12 grains of sali- 
cylic acid to 1 drachm of alcohol were used twice a day by 
the physician only. It proved of great value in the writer’s 
hands. This escharotic is very powerful and should be used 
carefully if needed. 
THE STUDY OF A FATAL CASE OF ESSENTIAL TACHYCARDIA, 
This paper was contributed by Dr. Jonn C. Sexton of 
Rushville, Indiana, in which he detailed the symptoms and 
clinical features of a case of essential tachycardia that died 
after thirty-five days illness. The attractive feature of the 
case was the response to manipulative efforts, electrical and 
other, by the Doctor, to produce stimulation of the pneumo- 
gastric nerve and thus to slow the heart. The paper then 
reviewed the eager symptoms of heart hurry as presented 
in the literature of the subject and some further remarks 
concerning the causation, symptomatology and treatment. 
Papers were also read by Drs. R. E. Haughton of Mid- 
land, Texas; A Ravogliof Cincinnati, and others 
The address on general medicine was delivered by Dr. 
James F. Hinserp of Richmond, Ind. His conclusions were: 
1.—That there is a rapid progress being made in pre- 
ventive medicine. 


2.—That our present conception of the complicated organ- 
ization of the human body is based on the theory that the 
Creator in the beginning endowed vitalized matter with a 
perpetual law of virtue of which man has been developed, 
step bystep, ‘rom primitive protoplasm. 

3.—That there is no longer dubiety in the proposition that 
the cell is the unit of vital activity, and that all living be- 
ings are a single cell or an organization of cells and cell 
products. 

4.—That the influence of the mind on vital activities, nor- 
mal and abnormal,is not recognized as it should be, and 
that there is a line of study that would, if properly pursued, 
dissolve the agnosticism that has in the past embarrassed 
a knowledge of the reciprocal relations of matter and mind. 

SECTION ON OBSTETRICS, GYNECOLOGY AND ABDOMINAL. 
SURGBRY. 

Dr. ArtHUR W. Jounstone of Cincinnati, Chairman. 

The first paper in this section was read by Dr. Rurvus B. 
Hau of Cincinnati, entitled, 

OVARIOTOMY IN THE AGED. 


The author confined his remarks to patients who were 70 
or more years of age. He saidit was generally conceded as 
true that any operation upon the old did not promise as 
good results as the same operation would upon the young 
or patients in middle life. Especially was this true in refer- 
ence to all abdominal operations necessitating a hard strain 
upon the system from shock, or from traumatism to vital 
organs during the operation,as we not infrequently have in 
the removal of large ovarian tumors. Dr. Hall maintains 
that the death rate is not — than that which usually 
follows the same delayed class of operations on women 
between 40 and 50 years of age. He had had but three ovar- 
iotomies upon women above 70 years of age. In each of the 
first two cases the friends of the patients hesitated to have 
the operation made on account of the advanced age of the 
patients. In each of these the operation was deferred until 
the patient was in extremis. 

Dr. Hall then detailed three interesting cases of ovariot- 
omy performed on patients, aged respectively 70,70 years 
and six months, and 72 years. Judging from the low mor- 
tality of the reported cases and from the work of the best 
known operators, the author is constrained to believe that 
ovariotomy in old women, if the kidneys are healthy, is as 
safe as in middle life. 

THE VALUE OF A CLOSE OBSERVATION OF OTHER MEN’S WORK, 


This paper was read by Dr. Wiiu1am H. Link of Peters- 
burg, Ind. He said it is by the tireless of originality 
and the endless application of original methods to both the 
expected and the unexpected in surgery, that has thus far 

ushed our work and its underlying science toward perfec- 

ion. By close and frequent observation, defects in technique 
and improper application of surgical measures may be noted 
and, having been recognized, may be avoided. There is no 
field in which object lesson teaching is so effective, so fruit- 
ful of valuable practical results as in gynecological surgery. 
The observer may not always know whether the operation he 
witnesses carries the patient on to recovery or the con- 
trary; but, if a close observer, he is improving his own sur- 
gical judgment. He is studying, rejecting, or adopting 
methods and aphorisms as they impress his intelligence or 
his reason approves. By seeing work done under varying 
conditions and with different results we readily come to the 
conclusion that a private hospital is by no means necessary 
to successful work ; that the pure air of a country or village 
home, or a clean room in a private residence in a city is as 
good a place for surgical work as the most painted and 
gilded hospital, and that no one need hesitate because his 
patient can not have thesupposed advantages of some place 
speciaily set apart for the sick. 

Dr. L. H. Dunnine of Indianapolis, Ind., read a paper 
entitled 


INTESTINAL OBSTRUCTION FOLLOWING ABDOMINAL SECTION. 
Of the complications following abdominal section, few are 
more fatal than occlusion of the intestines. It may appear 
in a few hours after the section or not until several weeks 
have elapsed. In this paper the author dealt with only 
acute intestinal obstruction. The author is conscious of 
having met with but a single case in 130 abdominal sections, 
et this case occurred two and a half weeks after what he 
ad considered a very successful ovariotomy. The question 
of the administration of cathartics in cases of suspected or 
threatened occlusion of the intestines is one oftentimes 
most difficult to decide. Under such circumstances he is 
inclined to the belief that during the first week after sec- 
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tion cathartics are indicated, and he prefers to administer 
1 grain doses of calomel every hour for a few times, then 
administer 2 drachm doses of epsom salts every two hours 
until an action is obtained, or it is demonstrated that a 
harmful effect is being produced. A distinct understanding 
of the pathological conditions possibly present must guide 
the operator in his search for the cause of the occlusion, 
and when found it should be dealt with in the shortest pos- 
sible time consistent with the permanent cure of the 
patient. 
THE PRESENT STATUS OF THE TREATMENT OF UTERINE FIBROIDS. 


This paper was contributed by Dr. Xavier O. Werper of 
Pittsburg, and in the absence of the author, was read by 
Dr. Tuomas B. Eastman of Indianapolis. For the sake of 
convenience the author divided the treatment into the 
symptomatic and the radical, and confined himself to those 
views which seem to be generally accepted by the leading 
and unbiased authorities of the present day. The principa 
symptoms produced by uterine fibroids requiring our atten- 
tion are hemorrhage and pain. Hemorrhage is one of the 
most constant and dangerous complications, and is due to 
diseased and hypertrophied condition of the uterine mucosa 
and | ug rn of its blood vessels (Wyder), or accord- 
ing to the later researches of Semb, to a hypertrophy of the 
uterine muscles accompanying the growth of the myoma 
with a simultaneous hyperplasia of the blood vessels. The 
operations practiced for the radical cure of myomatous 
growths are vaginal enucleation, removal of the appendages, 
enucleation by laparotomy, and supra-pubic hysterectomy. 
The author then considered these operations at length. 


THE ERECT POSTURE FOR GYNECOLOGICAL EXAMINATIONS. 


This paper was contributed by Dr. W1Lu1AM B. Dewees of 
Salina, Kan., but was read by Dr. Jony C. Sexton of Rush- 
ville, Ind. 

Digital examination per vaginam with the patient in the 
erect posture affords one of the most positive means for 
diagnosis in gynecology. It is a well established fact that 
respiration, the various movements and attitudes of the 

y, as well as pathological conditions, change the condi- 
tions and environments of the viscera. Thus the impor- 
tance of posturing the patient in making physical examina- 
tions in gynecic practice becomes evident, as most of the 
ee aes of diseases of the intra-pelvic organs are more 
marked and very many only manifested when the patient 
is standing; while certain conditions of descent, prolapse 
or displacement, may entirely disappear or change when 
the pressure or the superincumbent weight of the abdom- 
inal viscera is removed by the patient being placed in the 
dorsal, semiprone, genupectoral, or high pelvic positions, 
therefore the erect posture is of > gegey importance as 
an aid in diagnosis in this field of labor. The author 
emphasized the advantage and necessity of digital examina- 
tion in the erect posture, more particularly in examina- 
tions undertaken for a cure in women of 1, displacements 
of the uterus; 2, vesical and rectal disorders; 3, lack of 

rineal and vaginal support; 4, ovarian and tubal disor- 
ers; 5, abdominal and pelvic tumors; and 6, differentia- 
tion between abdominal tumors and pregnancy. 

Dr. H. O. Panrzer of Indianapolis, read a paper entitled, 

TUBERCULOSIS OF THE PERITONEUM WITH REPORT OF CASES. 

The author said that the prognosis and treatment of 
perstanes! tuberculosis have changed within the last decade. 

he accidental discovery of its curability by laparotomy 
has shifted its clinical relations. He then quoted the con- 
clusions of Dr. J. Whitridge Williams, from the Johns og 
kins Hospital reports, 1892, on tuberculosis of the female 
generative organs. He reported a case of primary genital 
tuberculosis, giving rise to a tubercular peritonitis, and 
tubercular disease of the abdominal petracee. Case 2 was 
one of primary genital tuberculosis following childbed, sac- 
culated ascites resembling an ovarian tumor. Laparotomy 
was performed and the patient recovered. Case 3was'one of 
genital tuberculosis complicated with a suppurative !infec- 
tion and pelvic peritonitis. Laparotomy was done, followed 
by recovery of the patient. This disease, from being 
regarded as a fatal and most intractable affection belong- 
ing to the domain of internal medicine, since its accession 
to the realm of surgery has come to be regarded as quite 
submissive. A mistaken diagnosis had repeatedly led to 
the opening of the abdominal cavity. Instead of an ovarian 
tumor, an enlarged gall bladder, a hydronephrosis, or some 
other legitimate object of surgical interest being found, 
tubercular disease of the peritoneum in some of its multi- 
ple forms presented itself. The abdomen was closed with- 


out any attempt at treatment, or at most the ascitic fluid 
was evacuated. It was noted that these cases did better 
afterwards, and that some fully recovered. In 1884 Keenig 
advocated laparotomy as a curative measure for peritonea 
tuberculosis, and the operation has been done by other sur- 
geons since. 

TREATMENT OF DISEASES OF THE UTERINE APPENDAGES. 

Dr. Witittam H. Humisron of Cleveland, Ohio, read a. 
paper on this subject,in which he said the frequency and 
importance of diseases of the appendages are recognized 
by all practitioners of medicine. The early recognition of 
the same is of unusual importance, as by instituting proper 
treatment at once we save a large percentage of them from 
a major operation and a prolonged convalescence. Simple 
inflammatory conditions of the tubes and ovaries, before 
extensive adhesions take ‘ge can be successfully treated 
by rest, boro-glycerid, and iodin tampons, long continued 
hot water douches, thorough curettement of the uterus, 
followed by a course of galvanism. He had cured a few 
cases where the ovaries were prolapsed and somewhat 
adhered, by adding massage to the above treatment. But, 
as arule,if the case has been neglected until pelvic peri- 
tonitis has occurred with its tendency to adhesions and 
recurrence, we will save many years of suffering, if not life 
itself, by advising removal of the appendages after a suffi- 
cient trial has been given to conservative treatment. 

Frequently in the puerperal state we have a pelvic peri- 
tonitis arise without affecting the tubes, the inflammation 
spreading directly through the uterus; there is an exudate 
formed which rest and proper treatment wil! absorb and 
leave the appendages strong and healthy, so that later preg- 
nancy takes place and the patient goes on to full term. In 
these cases, if suppuration occur, laparotomy should be. 
advised. In tubercular salpingitis the question of removal. 
will depend wholly upon the amount of general systemic. 
infection. The author believes that nearly all suppurative 
diseases of the tubes and ovaries are due to gonorrhea, his. 
experience leading to this belief. The doctor closed with a 
few words on the value of electricity in the treatment of 
inflammations of the uterus and appendages. He values. 
this very highly, and in the catarrhal forms of endometritis. 
in young girls and primipare we can obtain a cure if suffi- 
cient time is given. He applies the positive pole intra-. 
uterine, and the negative in the form of a broad electrode: 
over the whole abdominal region, using a strength of from 
20 to 50 milliamperes for fiye minutes every third day. It 
requires from fifteen to twenty applications to complete a 
cure. 

XERODERMA PIGMENTOSUM. 

Dr. A. W. Brayton of Indianapolis, presented two cases. 
of Kaposi’s disease—xeroderma pigmentosum—occurring in, 
the same family. The patients are girls, 244 and 18 years old 
respectively. A brother died of the disease at 9 years of 
age. There are four brothers unaffected. All] three were. 
affected from the fifth month of infancy. Dr. Wm. 8. Cor- 
lett of Cleveland. commented on the cases, of which but fif- 
teen are known in the United States. The older girlis kept 
comfortable by scraping out the tumors upon the hands and. 
face as they appear. A tumor the size of a hickory nut 
upon the eyeli Dr. Corlett advised to be removed by elec- 
trolysis. A lithograph and description of this case was pub- 
lished in the Journal of Cutaneous and Venereal Diseases for- 
April, 1892. Dr. cage fe also presented a case of non- 
cag ta sarcoma of the face in a woman 28 years old. 

he lesions were on the right side of the face, and varied in. 
size from one-eighth to an inch in diameter. The larger: 
ones had been destroyed by electrolysis, but returned. The 
growths probably originated from an infantile nevus. The 
microscopic sections accompanying the case showed it to be 
small-celled sarcoma. The growths were painful, but not 
ulcerating,and there is sofar no metastasis. Dr. A. Ravogli 
saw and commented upon this case. 

Another case also examined by Dr. Wm. 8. Corlett was of 
idiopathic enasies sarcoma cutis of twenty-five years” 
standing in the person of a physician 75 years of age. The. 
growth began below the external malleolus of the Toft foot. 
After ten years the whole left leg was involved, and five 
years later the right leg, the left arm and external margin 
of right ear. The tumors vary from the size of a wheat 
grain to that of a silver dollar and are little elevated above 
the skin. They undergo involution after four or five years, 
oe well marked cicatrices. This case was also com- 
mented on by Dr. Corlett. It belongs to the extremely rare 
growth (multiple pigmented sarcoma cutis of Kaposi) de- 
scribed by Dr, J. A. Fordyce in the Journal of Cutaneous 
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and Venereal Diseases, January, 1891. Dr. W. A. Hardaway 
reports a case which underwent complete involution after 
sixteen years, leaving merely an atrophic condition of the 
skin. In the present case the tumors, at first soft, become 
fibrous and disappear, leaving scars. Upon the legs nearly 
the entire area is involved. The healthis good. The micro- 
scope confirms the diagnosis. Taylor reports a similar case 
of this rare affection. 

A case of lupus mutilons (Hutchinson) in a colored girl 
8 years old, existing from infancy, was also shown. The 
entire left arm was scarred by the disease; one finger was 
diseased to the bone; the thumb was stunted by the dis- 
ease. Dr. Corlett remarked of this case that if he had 
seen it in Cuba he should have regarded it on first sight as 
a case of leprosy,so closely did the lesions simulate that 
disease. 

SecTION ON GENERAL SuRGERY. 

Dr. W. N. Wisuarp of Indianapolis, Chairman. 

The first paper in this Section was read by Dr. H. W. Logs 
of St. Louis, entitled, 

SOME ILLUSTRATIVE CASES OF NASAL HEADACHE, 

The author at the last meeting of the Missouri State 
Medical Association presented a paper upon nasal headaches 
in which the following list of such conditions was suggested 
as possessing an etiological significance in this regard: acute 
inflammations of the nasal mucous membrane, chronic rhin- 
itis, rhinoliths and foreign bodies, septal deformities, deflec- 
tions, spurs, ridges, diseases of the accessory sinuses, chronic 
atrophic rhinitis and anything which causes the middle tur- 
binated tissues to press against the septum. In headaches 
of the following characters it was stated that a nasal origin 
might be expected: 1, frontal headaches; 2, hemicrania, 
starting about the orbit; 3, long continued headaches; 4, 
headaches of which successive attacks are identical or sim- 
ilar; 5, headaches increased or originated by acute rhinitis; 
4, headaches associated with evident disease of the nose or 
accessory cavities. In the present paper the author pre- 
sented cases which illustrated the characteristics, both 
symptomatic and causal, as stated in the before mentioned 
contribution. 

Dr. B. Rickerrs of Cincinnati, reported several 
interesting surgical cases, and exhibited photographs of 
the same. 

Dr. J. T. Bercuorr of St. Joseph, Mo., read a paper 
entitled, 

TREATMENT OF FRACTURES OF THE LEG. 

In treating fractures of the leg, the author said the latter 
should never rest on the bedding but should be suspended. 
He cares not how wellthe surgeon may coaptate the broken 
bone and protect the same with bandages, or plaster-of- 
paris, if the limb rest on the bedding, by each movement of 
the body of the patient the fracture is bound to move. The 

rocess of repair is exactly the same in soft tissues and 

ones. Why do we have union by firstintention? Because 
we coaptate the wounds exactly, and keep them so. The 
wound heals sometimes in three days, at the farthest a week. 
But to put the broken limb in an immovable condition and 
keep it so without great suffering to the patient can not be 
done under the old system. Dr. Berghoff then described an 
apparatus or splint, the outgrowth of patient study for 
twenty years, but more particularly the last ten years. The 
apparatus is also adapted for treating disease of the hip, 
knee and ankle joints, as the extension can be adjusted as 
the case requires, the joints being kept immobile 
INCURABILITY OF ADVANCED AND EXTREME CASES OF TALIPES 

EQUINO-VARUS BY THE MEANS AND METHODS IN VOGUE AT 
THE PRESENT TIME; SUGGESTION OF A WAY TO REMOVE 
THE DEFORMITY WITHOUT DISTURBING THE USE- 
FULNESS OF THE EXTREMITY. 

The author of this paper, Dr. Louis Baver of St. Louis, 
presented a plaster cast of a talipes equino-varus in which 
the weight of the body rested upon the dislocated astragalus 
and caleaneum. He produced also the skeleton of a leg and 
foot of a person who died while in this condition. He 
showed that there was complete dislocation of the astrag- 
alus; that the knee joiat surfaces had formed between that 
bone and the calcaneum, whereby the weight of the body 
rested entirely upon the end of the astragalus and calean- 
eum; that the scaphoid and other bones of the foot bore 
little if any part in sustaining the weight of the body. It 
has been found impossible in extreme cases of talipes to 
restore the foot to its natural position by tenotomy or by 
brisement forcé. In one case, after six years’ trial, the doctor 
had proposed an amputation similar to Chopart whereby all 


bones anterior to the astragalus were removed. The ope- 
ration would leave a linear scar anterior to the aatragslan 
in its new position and would be out of the way, and in 
such direction the artificial foot could be easily adjusted. 
He had not had an opportunity of trying this method, but 
felt sure that this amputation was a proper method in those 
cases where, after long continued efforts, reduction could 
not be effected. He A reported a case where there was 
extreme lateral curvature of the spine from distortion of 
the oe a in a young musician. He became satisfied that 
the deformity was due to the unnatural position, and there- 
fore directed a long splint applied reaching from the axilla 
to the foot and the pelvis was gradually pressed toward the 
splint by an appropriate bandage. After a period of time, 
not stated by the speaker, the patient recovered. 

In the discussion which followed, Dr. Marsee of Indian- 
apolis, took strong ground against tenotomy, tarsectomy, or 
amputation in these ‘cases, holding the position that by 
brisement forcé with a wrench or club-foot stretcher he could 
bring the most refractory case into normal position. 

Dr. Wo. E. Wirt of Cleveland, believes in resection of 
some of the bones after the method of Phelps in cases 
ni tenotomy or linear osteotomy had proved unavail- 
able. 

Dr. Joun B. Hamivron of Chicago, agreed with Dr. Marsee 
in recommending the use of a club-foot stretcher or wrench, 
He would not hesitate to apply a force sufficient to com- 
minute the dislocated — if it were necessary to put 
the footin position. He had seen no bad results following 
osteoclasis. The difference between osteoclasis, osteotomy 
or tarsectomy is precisely that between asimple and open 
fracture. In regard to abrasions of the skin, he had not 
met with any, and strongly P vase osteoclasis. 

ALLAN DeViceiss of Toledo, Ohio, read a paper enti- 
tled, 
NEW DEVICES FOR CUTTING BONE. 

Dr. DeVilbiss exhibited a surgical motor with various 
forms of saws and drills, which he developed through a 
series of practical tests. He had used them first upon the 
dead, afterwards upon the living. [hese instruments were 
adapted for operation upon the skull, maxillary bone, ribs, 
nasal bones, etc. 

Dr. WiiiiaM E. Wirt of Cleveland, Ohio, read a paper on 


THE TREATMENT OF OLD CASES OF HIP DISEASE, 


He said there is no doubt that if convalescent cases of hid 
disease were carefully and persistently treated during a 
long period of complete recovery, whatever deformity had 
existed up to this time and that which accompanies this 

eriod, could be entirely overcome without operation. 

hen shall a case of hip disease be considered to have pro- 
gressed far enough to permit the removal of the extension 
splint and the substitution of a convalescent brace? The 
solution of this problem was a matter of judgment. It is 
better to allow the extension splint to be worn unneces- 
sarily long than for the substitution to be made too seen. 

The deformities requiring correction are flexion and ad- 
duction. Dr. Wirt had been surprised in several instances 
of old cases of hip disease with considerable deformity 
where, after the application of continuous extension in bed 
for a few weeks the deformity would be considerably 
reduced. After a trial of extension in bed with a failure to 
reduce deformity there remains as a means of correction: 
1, brisement fore¢é, with or withouwt myotomy, tenotomy, 
faciotomy, ete.; 2, osteoclasis; 3, osteotomy. These ope- 
rations were then considered by the author under their 
respective heads. Osteoclasis and osteotomy are reserved 
for those cases in which there exists bony union ora fibrous 
ankylosis of a very firm character. The author reported 
sixteen cases following Grant’s operation. 

A CASE OF SENILE GANGRENE TREATED BY AMPUTATION, 


This paper was contributed by Dr. G. W. H. Kemper of 
Muncie, Ind. The patient wasafarmeraged 73 years. After 
detailing the particu[ars of the case the author drew the 
following deductions: 

1—While the gangrene is confined to one or two toes, it 
is best to defer amputation. If the disease extends to the 
dorsum of the foot amputation is proper. 

2.—Amputation below the knee is rarely successful, owing 
to lack of proper blood supply and tendency to recurrence 
of gangrene in the stump. 

3.—Amputation through the thigh will save a large per 
cent. of the cases, and especially so when the subjects are 
free from a general disease. Maunsell-Moullin observes 
that usually the thigh is small and wasted in the lower 
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third ; the artery is sound in Hunter’s canal; the flaps are 
well supplied with blood, and old people as a rule resent 
operation very slightly. Their tissues are not prone to 
inflammation. 

4.—When amputation has been performed below the knee, 
and gangrene appears in the stump, unless the patient is 
exhausted, it will be proper to perform a secondary ampu- 
tation above the knee. 

Dr. I.N. Quimpy of Jersey City, N.J., read a paper en- 
titled, 
A NEW METHOD OF OPERATING AT THE ANKLE JOINT FOR 

INJURIES OF THE FOOT, 

The method consists of making a curvilinear incision 
across the dorsum of the foot, commencing anterior to and 
a little below the internal malleolus, and terminating at a 


corresponding point a little below the external malleolus, | 


aud then uniting the two extremities of the dorsal sec- 
tion by an incision across the sole of the foot, forming an 


anterior and posterior flap, similar to the operation per- | 
After forming a short. 


formed by Pirogotf of Russia. 


anterior flap and turning it back, he then dissects out the. 
astragalus from its attachments, being careful to keep close. 


to the bone; then forming a linear posterior flap from the 
sole of the foot he makes a careful dissection, exposing 
the anterior half of the caleaneum. This being done, and 
the soft parts being well retracted by an assistant, the 
saw is applied so as to remove nearly the anterior half 
of the bone by anincision from above downward and from 
behind forward. The sharp edges of the remaining portion 
of the bone are then rounded off and the sawed surface is 
applied directly to the articular surface of the tibia between 
the malleoli, without removing any part of the cartilagin- 
ous surface, After stitching up the tlap in the usual way a 


strap of adhesive plaster is applied three or four inches in| 


width extending from the upper portion of the gastrocne- 
mius muscle to a corresponding point on the anterior sur- 
face of the leg passing directly over the os calcis, so as to 
keep closely and firmly in apposition to the articular sur- 
face of the tibia, which is kept there until the union of 
bones has taken place. 


THE BACTERIA OF THE SURFACE, 


Dr. Frank J. Toorneury of Buffalo, read a paper under 
this title in which the latest researches were set forth, 
rational mechanical means of disinfection summarized, and 
the non-utility of antiseptics proclaimed. The varieties 
of organisms which the cutaneous and mucous surfaces 

resent in great abundance comprise molds, yeast fungi, 
bacilli, cocci, color and odor-producing bacteria. The hairy 
regions, as the axillary space, and the interdigital folds are 
the places of predilection for the bacteria upon the cutis. 
Myriads of microbes are present in the oral cavity, the 
intestinal tract, the genital tract of the female, the male 
urethra, and in the conjunctival secretion and cerumen of 
the ear. Among the masses are germs which are patho- 
genic, as the Fehleisen streptococcus of erysipelas. The 
cleansing of the surface constitutes one of the most im- 
portant duties of asepsis. This pertains es;ecially to the 
physician’s own hands. The disinfection can not be accom- 
plished by the use of antiseptics, so-called, which do not 
even reach the bacteria imbedded in the substrata of fat 
and dirt. The disinfection must be mechanical, dissolving 
away the glandular secretions, dead epidermal cells, vege- 
table and albuminous substances. For the latter purpose 
soap, hot water and brush are used, aided by alcohol and 
ether, and rubbing with sterile towels. Baths are an 
important adjunct to asepsis, and one or a number should 
be administered previous to operation. 

THE ETIOLOGY, DIAGNOSIS AND TREATMENT OF ULCERATION OF 
THE RECTUM. 

This subject was dealt with in a general way by Dr. Josern 
M. Marruews of Louisville. As a matter of convenience he 
classified these ulcers under four heads: benign, malignant, 
tubercular and specific. He said to this division there 
might be a valid objection based upon correct pathological 
grounds. For instance, in this classification he makes the 
term, malignant, synonymous with cancer, and yet the 
tubercular ulcer may in truth be malignant without assum- 
ing the characteristics of cancer. Again, some writers would 
have us believe that a tuberculous patient is closely akin at 
least to a syphilitic one or vice versa. Benign ulceration is 
not so frequently found in the rectum as is supposed. When- 
ever the author meets with a well-defined ulceration exist- 
ing in the rectum, he immediately begins to suspect some 
special diathesis. It is only when the facility of defecation 


is interfered with that any danger is to be feared. The 
lumen of this portion of the gut is not narrowed by any 
ordinary causes. For these and other causes Dr. Matthews. 
has long since been forced to believe that such ascribed 
causes as pregnancy, dysentery, etc., were not great factors 
in producing ulceration of the rectum. The speaker then 
dwelt upon malignant ulceration of the rectum, saying that 
is a favorite seat for cancer. Many times the disease is 
overlooked entirely or diagnosticated as some other affec- 
tion. It has occurred to him several times to have had 
patients referred to him for some trivial rectal trouble and 
found cancer instead. The more he practices the more he 
is convinced that syphilis is responsible for fully one-half 
of the cases of severe ulceration of the rectum. The treat- 
ment must in every individual case depend upon the known 
‘character of it. We can not treat a benign ulcer as we 
_would a malignant one, nor a tubercular ulcer as a specific 
one, nor the last named as thefirst named. Benign growths 
of the rectum require local applications. Malignant, extir- 
pation ; tuberculous, the curette; syphilitic, anti-syphilitic 
and local medication, extirpation, colotomy. 
INGUINAL COLOTOMY. 

_ Dr. Leon Srraus of St. Louis, read a paper with this title, 
_in which he entered a plea for more frequent and earlier 
colotomy in malignant diseases of the rectum. Dr. 
Straus stated his reasons for making colotomy as follows: 
1, itis the greatest modern surgical relief measure, inasmuch 
as it completely does away with the function of the rectum, 
_thereby relieving the intense pain caused by defecation. 
Pain is an inevitable result in advanced malignant disease 
of the rectum. There are few exceptional cases which only 
prove the rule; 2, the lease of life is extended. There are 
many instances where it has been considerably extended. 
So great authorities as Cripps, Allingham, and Eiselsberg 
claim to have extended the lease for weeks or months. Are 
not these most cogent reasons for making a colotomy? 3, 
the risk of the operation has been minimized. Allingham 
has made sixty-eight colotomies with only two deaths, and 
they were total obstruction cases. Cripps forty-eight with 
one death; this was a total obstruction case. Edwards has 
made sixteen, with onedeath. The patient was very septic 
at the time of operation. Reeves has made sixty-five ope- 
rations without a death. Goodsall has made twenty-two 
without a death. Statistics show a death rate of less than 
2 percent. By making early colotomy the author believes 
that the death rate might be reduced to less than 1 per 
cent. 

Dr. Wa. Tos. Cor-ert of Cleveland, Ohio, read a paper 
on 

THE CLINICAL VARIETIES AND TREATMENT OF PEMPHIGUS. 

His paper was illustrated by the description of unusual 
eases. The writer divided pemphigus into two main varie- 
ties, pemphious vulgaris and pemphigus foliaceus, under which 
all cases, although differing in certain features, may be 
grouped. Under acute pemphigus he gave the history of an 
‘epidemic of pemphigus inthe newborn. The main features. 
were that all the cases occurred in the practice of one mid- 
wife; the disease began at the end of the first week, as an 
erythema on the lower part of the face, or upper part of the 
chest. This was followed by the formation of blebs with 
flabby walls which soon ruptured leaving extensive raw 
surfaces. About three-fourths of the body was involvedand 
terminated fatally about the tenthday. The writer regarded 
‘it as due to contagion. 

Under chronic pemphigus, which is the most common 
form, Dr. Corlett drew attention to the frequency with 
which the mucous membranes were inyolved and cited a 
case in which the disease first appeared in the bronchial 
tubes simulating capillary bronchitis. Later it in 
the mouth and throat, which from its resemblance to 
diphtheria has been called pemphigus diphtheriticus. 
Finally the disease attacked the eyeballs. On the skin it 
differed in no way from the usual form. The case ended in 
recovery, but with the complete loss of sight. 

In the treatment, he thought arsenic had been over-esti- 
mated. Iron, strychnin and arsenie benefited only as gen- 
eral tonics, which were especially indicated in this disease. 
Locally, the continuous tepid bath was recommended, but 
unfortunately it isoften impracticable, when recourse must 
be had in simpler measures. As soothing applications, the 


glycerol of tannin, one part to three or four of distilled ham- 
amelis,or water; or the glycerol of lead, one ounce to a 
pint of water, he thought the best at our command. The 
latter was preferred when but small areas were denuded of 
epidermis, When itching is present a3 per cent. solution 
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of resorcin was recommended. Finally when desquamation 
sets in,some emollient, such as the zinc ointment or car- 
bolized vaselin will afford the best relief. 


KRASKE’S OPERATION WITH REPORT OF CASES, 


By Dr. H. O. Wacker of Detroit, Mich. The author of 
this paper said that a man or woman who had cancer of the 
rectum was of few days, and the method of relief could be 
done in three ways —either by proctotomy and scooping 
away of the growth, by excision of the cancer, or by colot- 
omy, all of which were temporary, as the author had never 
seen a case of true cancer that ever got well. When the 
malignant growth was high up, say two or three inches above 
the rectum, the best operation to make would be by Kraske’s 
method ; that is, by making an incision down through the 
second sacral vertebra to the anus to the left of the coccyx, 
and rapidly stripping off the muscular and ligamentous 
attachments to the coecyx and cutting them away with the 
bone forceps and as much of the sacrum as is necessary to 
expose the growth. Then we have a full view for enucleat- 
ing the growth and excising it. It is well known that it is 
a difficult matter to approxmate the ends by suture method, 
and an idea was forced upon Dr. Walker from his knowledge 
of the Murphy button that with a large button, say two 
inches in diameter, which he exhibited to the Association, 
he could approximate the cut ends of the rectum, and by 
this means prevent the infiltration of fecal matter to ap- 

roximate the 6nds by suture method. and an idea was 

orced upon Dr. Walker from his knowledge of the Murphy 
button that with a large button, say two inches in diameter, 
which he exhibited to the Association, he could approximate 
the cut ends of the rectum, and by this means prevent the 
infiltration of fecal matter, which by the other method was 
an impossibility. In this connection, Dr. Walker said he 
had made the first end-to-end approximation by the Murphy 
button in a case of fecal fistula on the 8th of December, and 
the patient on whom he had operated made a good recovery 
and within two weeks was as well as ever, with no evidence 
of any contraction of the intestine. 

SOME HERESIES REGARDING PROSTATIC PATHOLOGY. 

This paper was contributed by Dr. G. Frank Lypston of 
Chicago. The author said among the many ills which were 
marked noli me tangere until recent years, and which mod- 
ern surgery has done much to relieve, prostatic hyper- 
trophy occupies a very prominent position. The surgical 
resources at present at our command were then briefly 
stated. The authoris becoming daily moreand more firmly 
convinced that the ideal operation is a combined supra- 
og and perineal section performed at an early period. 

e believes that in many cases this early operation will 
not only forestall circumscribed prostatic obstructions, 
median or lateral, but will prove directly curative by restor- 
ing the normal function of micturition. Supra-pubic cystot- 
omy is undoubtedly the best method of draining the blad- 
der, as far as a single operation is concerned, and in man 
instances it is all sufficient. When combined, however, wit 
perineal section, prostatic dilatation and prolonged drain- 
age by’a large tube, we often do away with certain condi- 
tions which exist in the way of contracted lumen of the 
prostatic urethra and hyper-excitability of this portion of 
the urinary tract, which supra-pubie cystotomy alone might 
not accomplish. 

Dr. Lydston believes that the main factors in the etiology 
of prostatic disease are laid down in many cases, if not the 
majority, before middle life. 

he surgical address before the general session was given 
by Dr. Henry O. Marcy of Boston, the subject having been 
selected by a request, as that of 


INGUINAL HERNIA, ITS ANATOMY AND BETTER METHODS FOR 
CURE. 

Dr. Marey illustrated his lecture by a series of slides 
reproducing the magnificent illustrated work of the old 
masters—Kamper, Cooper, Searpi, Bougerey, and others. 
By general consensus of opinion the profession is indebted 
to Dr. Marcy as an innovator in this field of labor. He had 
established the value of the buried animal suture and pub- 
lished his results quite five years before that of Weith of 
Germany, to whom in Europe the credit is generally attrib- 
uted. The essential principles of his operation for hernia 
have become universally accepted. The result of the work 
of a large number of the modern operators give from 70 to 
90 per cent. of permanent cures. In resumé, Dr. Marcy 
claims that the peritoneal sac as a rule should be resected 
after suturing quite to its very base; that the deeper struc- 
tures which go to make up the posterior wall of the inguinal 


canal should be reinforced and restored to their — 
normal condition; that the external wound should be 
closed without drainage and the skin wound sealed with 
iodoform collodion. In his large experience involving sev- 
eral hundred cases, he states that where the intestine has 
not been involved from strangulation or other cause, not 
one of his patients has appeared to approach the danger 
line, and that of the entire number which he has been able 
to trace, more than 90 per cent. have remained after one 
year permanently cured. 

Papers were also read before this section by Drs. WILLIAM 
N. Wisuarp of Indianapolis; J. McLean Movu.per of 
Kokomo, Ind.; T. tp of Chicago, and others, 

Committee on Nominations organized by election of Dud- 
ley 8. Reynolds of Louisville, chairman and I. N. Love, sec- 
retary. 

The following officers were elected for the ensuing year: 

President—Dr. X. C. Scott of Cleveland, Ohio. 

First Vice-President—Dr. Leon Straus of St. Louis. 

Second Vice-President—Dr. G. Frank Lydston of Chicago. 

Secretary—Dr. Frederick C. Woodburn of Indianapolis. 

Treasurer—Dr. George J. Cook of Indianapolis. 

Chairman Com. of Arrangements—Dr. Thos. E. Holland of 
Hot Springs. 

Hot Springs, Ark., was selected as the next place of 
meeting. Time of meeting, first Tuesday in November. 

After drafting and adopting resolutions of thanks, the 
Association adjourned. 


Tri-State Medical Association.—The Tri-State Medical Asso- 
ciation of Arkansas, Tennessee and Mississippi will convene 
in annual session in Memphis, Tenn., on ov. 22 and 23, 
1893. 

Members of the Association and all regular physicians in 
good standing are cordially invited to attend. 

Those intending to contribute papers or report cases of 
importance occurring in their practice, should notify the 
Secretary at once, giving title of paper, in order that their 
names may appear on the program. A. L. Evcan, M.D. 

Secretary, Memphis, Tenn. 


West Tennessee Medical and Surgical Association will meet at 
Brownsville, Tenn., Thursday, October 26, at 2:30 p.m. A 
session will be held also at night and one on Friday morn- 
ing,the 27th. This arrangement is made to save time, and to 
avoid night travel. Dr, I. A. McSwain is the Secretary. 


Mississippi Valley Association Notes.—The Jndiana Medical 
Journal will in its next issue print the proceedings in full. 
Among the medical editors present, we noticed Dr. R. B. 
Granger of the New York Medical Journal; Dr, Brayton. of 
the Indiana Medical Journal; Dr. Culbertson of the Lancet 
and Clinic; Dr. I. N. Love of the Medical Mirror of St. Louis ; 
Dr. G. F. Lydston of the Western Medical Reporter and Dr. 
John B. Hamilton of this Journat. Dr. James F. Hibberd 
the President-elect of the American Medical Association 
gave the annual address in medicine. The reception was 
held at the Denison House, and Governor Matthews honored 
the oceasion by his presence. The Chairman of the Com- 
mittee of Arrangements, Dr. Cook, and the secretary of the 
Association, Dr. Woodburn, have reason to be gratified at 
the success of the meeting. 


Tri-State Medical Association of Alabama, Georgia and Ten- 
nesses to be held at Chattanooga, Tenn., Oct. 17. 


LIST OF PAPERS. 


“Membranous Croup with Report of Cases Treated with 
Tracheotomy.” R. M. Harbin, Calhoun, Ga. 

“Treatment of Stone in the Biliary Duct.” W. E. B. 
Davis, Birmingham, Ala. 

“Cholecystotomy.” Paul F. Eve, Nashville, Tenn. 

“Symptoms and Pathology of Fractures about the Elbow.” 
J. B. Murfree, Murfreesboro, Tenn. 

“Treatment and Prognosis of Fractures about the Elbow.” 
Willis F. Westmoreland, Atlanta, Ga. 

“Action of the Galvanic Current on the Uterine Tissue.” 
H. Berlin, Chattanooga, Tenn. 

“Pathology of the Sequel of Purulent Inflammation of 
the Middle ar.” T. Hilliard Wood, Nashville, Tenn. 
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“Treatment of the Sequele of Purulent Inflammation of 
‘the Middle Ear.” G. C. Savage, Nashville, Tenn. 
“The Significance of Albumen in the Urine in Pregnancy.” 
E T. Camp, Gadsden, Ala. 
“Serous or Watery Discharges during Gestation; their 
Source and Significance.” J. R. Rathmell, Chattanooga, 
enn. 
“Tuberculosis on the Cumberland Mountains.” L. P. 
Barbour, Tracy City, Tenn. 
“Symptoms and ‘reatment of Gastritis.” G. T. Prince, 
Whiteside, Tenn. 
tteatment of Varicocele.” J. W. Handly, Nashville, 
Tenn. 
i of Pyrexia.” J. A. Witherspoon, Columbia, 
enn 
“Recent Observations of Croupous Pneumonia with Spe- 
Reference to and Treatment.” R.M. Cun- 
Birmingham, 
aso-Pharyngeal Adenoids.” E, L. Jones, Chattanooga, 
Tenn. 
“Etiology, Pathology and Preventation of Ophthlamia 
Neonatorum.” L. B. Graddy, Nashville, Tenn. 
“Treatment of Ophthalmia Neonatorum.” B. F. Travis, 
Chattanooga, Tenn 
“Treatment of Pineneonl Mastitis.” J. W. Russey, Chat- 
tanooga, Tenn. 
asec of Female Bladder.” J.C. LeGrand, Anniston, 
“Treatment of Psoriasis at Hot Springs, Gy with Report 
of Cases.” J. Cabell Minor, Hot Springs, 
“Treatment of the Omentum in Hernia ” G. A, 
Baxter, Chattanooga, Tenn. 
“Report of Psychical Science Congress, Chicago, August, 
1893.” John E. Purdon, Cullman, Ala. 
“The Elastic Dressing Applied to Incomplete Anchylosis 
of the Knee.” ©. W. Barrier, Columbus, Ga. 
“Medical Ethies.” J.B. Cowan, Tullahoma, Tenn. 
“Tubercular Peritonitis.” T. J. ‘Crofford, Memphis, Tenn. 
“Movable Kidney.” J. B. S. Holmes, Rome, Ga. 
“Pathology and Treatment of Goitre.” W. f.3 Townes, 
Chattanooga, Tenn. 
President’s Address: “Responsibilities of the Abdominal 
Surgeon.” Richard Douglas, Nashville, Tenn. 


ASSOCIATION NEWS. 


The Journal of the American Medical Association.—‘‘Since the 
meeting of the Medical Association at Milwaukee, we have 
watched this journal with unusual interest, because its new 
editor was not only so well known to the profession at large, 
but also because he came from our own city; and, therefore, 
any success he might achieve would reflect, so we argued, 
credit upon the city from which he came. That Dr. Ham- 
ilton has fulfilled the highest expectations of his friends 
goes without saying. The profession should take great 
pride in making this journal its representative both at home 
and abroad. We are equal in every way to our friends 
across the water, and there is no reason why, in the matter 
of a representative journal, we should not certainly equal, 
if not excel them. That the Journav will do this under the 
editorial management of Dr. Hamilton we firmly believe 
But he must be supported, of course, by the whole pro- 
fession. This can not be done in any better way, than by 
sending the annual subscription of $5.00 to the JourNnat, at 
68 Wabash Avenue, Chicago.”—Food, October,1893. 


NECROLOGY. 


Dr. Edward Warreu-Bey, whose death has recently been 
announced, has for nearly twenty years been one of the 
leading physicians of Paris, and of world-wide reputation. 
He was born in Tyrrell County, North Carolina, Jan, 22, 1828 
His parents were natives of Virginia. His father, Dr. Wm. 
©. Warren. was a man of intelligence and good professional 
attainments. When the subject of this sketch was but 4 


years of age his father removed with his family to Edenton, 
N.C. When of a proper age the boy was sent to the Fairfax 
Institute, near Alexandria, where he remained for two years, 
and was then placed at the University of Virginia, where he 
won honors and received diplomas, and by selection -deliv- 
ered the valedictory before the Jefferson Society. In 1851 - 
he graduated from the Jefferson Medical College in Phila- 
del phia. 

It is stated by one of his biographers that while pursuing 
his studies in Philadelphia he conceived the idea of admin- 
istering morphin under the skin for the relief of pain by 
puncture with Anel’s syringe. He had written his thesis for 
graduation on this method of administering medicines ; but 

mentioning it to one of the faculty, who looked upon it as 

chimerical and dangerous, he was dissuaded from present- 
ing the paper and wrote one on another subject. He had, 
however, become so thoroughly convinced of the practica- 
bility of the method that he soon after put it to a practical 
test, and was some four years in advance of the public 
announcements of this very useful method of administering 
remedies. 

To farther prosecute his medical studies he spent most of 
the years 1854 and 1855 in attending the hospitals and clinics 
of Paris, and during this time formed strong and lasting 
friendships with many of the leading medical men of France. 
He was a ready and a graceful writer, and contributed from 
the French capital a number of very acceptable articles to 


the American Journal of Medical Sciences and to other Amer- 


ican medical publications. 

On returning to the United States he settled to practice 
in Edenton, N. C. He was thoroughly well equipped to 
practice medicine and speedily acquired a leading position 
among the medical men of the region. In 1856 he was selected 
to deliver the annual address before the State Medical Soci- 
ety, whieh was well received and brought him prominently 
before the active workers in the professional ranks. The 
same year he obtained the “ Fish Fund Prize” for an essay 
on the “ Effects of Pregnancy on the developing of Tuber- 
culosis.” This paper has passed into the permanent litera- 
ture of medicine. In 1857 he was elected editor of the North 
Carolina Medical Journal, at the time the official organ of 
the State Medical Society. The Gynecological Society of 
Boston the same year elected him a member. While in 
Paris he became a member of the “ American Medical Soci- 
ety of Paris,” and this organization sent him as their dele- 
gate tothe American Medical Association, but he was unable 
to attend or register. But he was a delegate from the State 
Medical Society of North Carolina to the meeting of the 
American Medical Association at Louisville, Ky., in 1859. 
He also attended meetings from Baltimore, Md., where he 
was then practicing, in 1860, 1866, 1868, 1870 and 1872. 

Dr. Warren was on Nov. 16, 1857, united in marriage to 
Miss Elizabeth Cotton Johnston of Edenton, a most estima- 
ble lady whose ancestors were extensively connected with 
many distinguished families in the old North State and in 
Virginia. 

Dr. Warren’s reputation for learning and scientific acquire- 
ments had become so widely known in 1860, that he was 
elected professor of materia medica and therapeutics in the 
old and prosperous University of Maryland. This led to his 
removal to the city of Baltimore. the same year he was 
elected the first vice-president of the*convention for the 
revision of the United States Pharmacopeia. In the Uni- 
versity of Maryland he at once took high rank as an able 
teacher and an attractive lecturer. 

On the breaking out of the war between the States he 
threw his fortunes with his native State and his friends in 
the South. He served in the field, in hospitals and on med- 
ical boards. He was chief surgeon in the North Carolina 
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Navy and medical director of the Cape Fear section. He 
was also for a time the chief medical inspector of the Depart- 
ment of Northern Virginia. He was twice promoted for his 
efficiency and courage on the field of battle. This trait of 
efficiency in the doctor was so notable as to attract atten- 
tion, and the fact coming to the attention of the Assembly 
of North Carolina, an Act was passed by them raising his 
rank from that of colonel to that of brigadier general for 
“efficient services rendered to sick and wounded.” 

Notwithstanding the engrossing official and professional 
duties of Dr. Warren during the war, he wrote a work to 
meet the needs of surgeons in the field, entitled, “Surgery 
for Field and Hospital.” In this publication, which was 
well received and speedily passed through two editions, the 
doctor made some valuable original suggestions. In 1865, 
Dr. Warren resumed his residence in Baltimore, expecting 
at the same time to resume his professional duties in the 
University of Maryland. But the changed conditions of 
the country and the status of the Southern States, the policy 
of the general government and local interests combined to 
close the doors of that institution against him. 

He was not only capable but ambitious and full of energy, 
and it was mainly at his suggestion and through his efforts 
that the old Washington University Medical School was 
revived and rapidly rose to have a commanding position and 
an able faculty and good patronage. In this faculty Dr. 
Warren filled most acceptably the chair of surgery. 

When the Act of Assembly of Maryland passed requiring 
an examination and registration of the physicians of the 
State, Dr. Warren was appointed upon the board to carry 
the law into effect. 

In 1868 he was elected one of the vice-presidents of the 
Medical and Chirurgical Faculty of Maryland, and the same 
year founded the Medical Bulletin, which under his manage- 
ment acquired a large circulation. 

The celebrated Wharton trial, which took place in 1872, 
brought Dr. Warren to the forefront, among specialists in 
criminal trials. He was confronted by able physiologists, 
general practitioners and chemists, and their theories and 
tests shown to be inconclusive. The case attracted wide 
attention not only in America but in Europe. Dr. Warren 
ably sustained himself before the court, and his testimony 
so completely broke down the chemical evidence relied upon 
by the prorecution as to compel the court to enter a nolle 
prosequi inthe case. For some time after the doctor was 
made a target for critics, not only in the medical profession 
but by the bar and the public press. But itis simple justice 
to say that no review of his evidence and theory of the case 
was ever able to demonstrate that he was in error in his 
views. 

At the meeting of the American Medical Association in 
1872 he was chosen Chairman of the Section of Surgery for 
the following year. He did not, however, attend that meet- 
ing or send a report. 

In 1873 Dr. Warren suffered a severe domestic affliction in 
the death of his devoted wife. His health suffered seriously 
and to change the scene he consented to accept a medical 
position in the Army of the Khedive of Egypt. His service 
although brief in that country was nevertheless sufficiently 
conspicuous to place him at the head of the surgical staff 
It was his good fortune to relieve Kissim Pasha the Minis- 
ter of War from a strangulated hernia. 

This operation was undertaken when the war minister’s 
life was despaired of by his own surgeons, and when it was 
almost impossible for Dr. Warren to get any of them to 
assist him in the operation from a religious dread of being 
blamed with causing his death. But the operation was a 
success and the result placed the courageous Dr. Warren in 
the front rank of surgeons in the Khedive’s army. 


His splendid success where death was imminent and ex- 
pected, induced the Khedive to confer upon Dr. Warren the 
Decoration of the Medjidie and the title of Bey. 

Dr. Warren unfortunately contracted a severe form of 
ophthalmia common in the East and it proving obstinate, 
he obtained a furlough for six months to visit Paris for 
treatment. Here he was promptly told that one eye was 
practically lost and that a longer residence in Egypt would 
result in the loss of the other. 

He had no alternative but to resign, which he did. The 
Khedive was most kind, and in accepting his resignation 
spoke of his valuable services in the Egyptian army and 
wished him long years of usefulness. 

It was then while still under treatment that he was 
advised to become a candidate for practice in Paris. After 
many conferences with friends and the earnest advice of Dr. 
Charcot, Breed and other eminent practitioners, he con- 
cluded to take up his permanent residence in Paris. 

Dr. Warren’s success in the metropolis of France was 
exceptionally rapid and gratifying. Both practice and 
honors came flowing in upon him. From Spain he received 
the decoration of a“Knight of the order of Isabella the 
Catholic,” for earnest services rendered to Spanish subjects, 
and from his old Maryland a degree of “Master of Surgery.” 

Dr. Warren both as a boy and through his life proved his 
indomitable energy and power of work. He secured a large 


share of confidence with his professional brethren. And 
yet like all men of force and original ideas, antagonisms 
were evolved by the friction. That he was a man of ability 
and culture his life and works attest. His house in Paris 
was frequented by Americans and travelers from other 
countries, and his attentions and hospitalities for years gen- 
erously bestowed upon numerous friends visiting Paris. 


athe 


Dr. Thomas Lincoln Richards of the Vanderbilt Clinic of 
New York city, died Sunday, October 1, at the age of 
twenty-nine years. His malady, so seldom fatal among 
physicians, was smallpox, contracted while in the perform- 
ance of his duty at the clinic. A patient was under treat- 
ment for varicella by one of the staff, who exhibited the 
case freely as a typical case of that disease. Two physi- 
cians were taken ill about the same date; one of them 
recovered and one, Dr. Richards, succumbed to what at 
first appeared to be a mild form of variolous disease. He 
was an alumnus of the College of Physicians and Surgeons, 
New York, and an ex-interne of the Bellevue Hospital, dur- 
ing 1892. His former home was at Fort Atkinson, Wis. 
It is an extremely infrequent event, so far as can be ascer- 
tained from the periodical literature of medicine, that a 
physician falls a victim to variola. In this case of Dr. 
Richards, the attack did not at first seem serious, neither 
did he seem to suffer in consequence of his removal from 
his home in the city to the Contagious Disease Hospital on 
North Brother Island, but he grew worse from day to day 
after his removal. Dr. Richards was unmarried. 


Dr. T. J. Sprague of Joliet, Ill., lately appointed pension 
examiner, died October 3. 


BOOK NOTICES. 
System of Diseases of the Ear, Nose, and Throat. Edited by 


CuHar_es H. Burnerr, A.M.,M.D. Emeritus Professor of 
ae in the Philadelphia Policlinic, etc., Philadelphia, 
Pa. Vol, II, Illustrated. Philadelphia: J. B. Lippincott 
Company. 1853. 

This is an important work of 858 pages, containing six pa- 
pers on diseases of the nose, and seventeen on throat affec-. 
tions. Of the twenty-three writers New York is represented. 
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by seven, Pennsylvania four, Michigan two, and several 
other States by one each. One foreign country, England, is 
also represented. 

The book is well illustrated with many plates and figures. 
Some of these are exceptionally finely executed, the plates 
being introduced in separate sheets. 

W.C. Jarvis has a 28-page article on surgical procedures 
in deformities and neoplastic growths in the nose. It is 
prepared with great care and thoroughness, and the fair- 
ness and generosity of the author are conspicuous on every 
page in the numerous references to other authors, and the 
credits duly accorded each for originality and priority in 
discoveries and methods. 

J. A. White gives the most elaborate elucidation of tho 
subject of neuroses of the nose we have ever seen. He 
devotes fifty-eight pages to this topic. His exposition of 
the nasal reflexes is clearly abreast of the times and is full 
of proof of extensive research. The importance of recogniz- 
ing and properly treating nasal reflex cough is shown in the 
misery and expense endured by those sufferers who are 
annually dragged from their homes and family ties to spend 
their winters in the south or the mountains of the West, 
only to find at last that a little judicious treatment of a 
nasal affection banishes the specter of phthisis. 

Dr. White has obtained the best results in treating par- 
oxysms of asthma, by spraying the nose with a4 per cent. 
solution of cocain followed by a second spray of camphor- 
menthol, 6 per cent. Cerebral sedatives and vaso-tonics are 
added. 

A. W. MacCoy has a beautifully illustrated paper of 
twenty pages on the anatomy and physiology of the pharynx 
and larynx. 

Max Thorner has written twenty-four pages of great 
practical value on the various forms of acute pharyngitis. 
He opens with an interesting discussion of the mooted 
question of taking cold. He pays doubtful respects to the 
old theory, and discreetly steps out of the arena while he 
introduces the several disputants to fight it out among 
themselves. His remarks on treatment embrace the most 
valuable of the new remedies. 

E. F. Ingals has twenty pages on chronic pharyngitis, in 
which no space is wasted in historic disquisition or refer- 
ences to other writers. He records merely the results of 
his own observations and rich experience, in smooth, flowing 
English. 

W. C. Glasgow, in treating of croup, throws discredit on 
the time-honored remedy, calomel, for preventing the 
fibrinous exudate. Otherwise his treatment is orthodox. 
He indorses Dr. Wetmore’s iron treatment. 

J. L. Smith, in an exhaustive paper of forty-seven pages 
on diphtheria, maintains that it is primarily a local disease 
of microbic origin. His warnings against that undeservedly 
popular remedy, potassium chlorate, are telling and timely. 
He uses H, OQ, in 10 per cent. solution for spraying the 
throat. A good dioxid of hydrogen is neither toxic or irri- 
tating, and gives the best results in full strength. No 
opinion is expressed in the efficacy of sulpho-calcin or 
méthyl-violet. Corrosive sublimate is recommended inter- 
nally and locally, but pilocarpin is condemned. 

J. Solis Cohen brings the volume to a close with an admir- 
able treatment of a most difficult subject—tuberculosis and 
syphilis of the larynx. In tuberculosis he places reliance 
on creoSote internally, and lactic acid topically, and is op- 
posed to the galvano-cautery. Twenty per cent. solutions of 
menthol in olive oil are injected into the larynx. 


_A Treatise on Oph for the General Practi . Sec- 
ond edition, revised and enlarged, with 140 illustrations, 


Adolph Alt, M.D. 8vo. el. pp. 330. St. Louis: J. H.| F 
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That the book was acceptable to those for whom it was 
intended is evident from the fact that it has now passed to 
its second edition. It is divided into twenty-eight chapters, 
The first gives the anatomy of the eye and its appendages ; 
the second the method of examination. Chapter six being 
on “Minor Manipulations in the Treatment of Eye Dis- 
eases,” is dislocated by being placed between chapter five 
on diseases of the orbit,and chapter seven on diseases of 
the orbit. The remarks on asepsis and antisepsis are 
excellent so far as care of the instruments are concerned, 
but a little more detailed direction of the precautions on 
the 9g: of the practitioner, would have added to the value 
of the book. While there are operations illustrated and 
described that the general practitioner will rarely, if ever, 
perform, there is so much of value that we unhesitatingly 


commend the work to those for whose instruction it is 
intended. 


State Medical Association of Texas.—Transactions for 1893. 
This volume includes the report of the transactions of the 
twenty-fifth annual meeting, which was held at Galveston 
in May, 1893. There are several notable papers in the trans- 
actions, and no pains have been spared apparently to render 
the book typographically the equal of other State trans- 
actions. A glance at the papers shows them to be complete, 
and at the same time not so “long drawn out” as to be tedi- 
ous. The book has been carefully edited by the competent 
secretary, Dr. H. A. West of Galveston, Texas. 


The American Association of Physicians and Surgeons.—Trans- 
actions for 1893. The ambitious title of this Association 
would lead us to expect that its transactions would show 
superior work, and a glance at the volume proves that the 
expectations are well founded. It includes papers by Drs. 
Beverly Robinson, Andrew H. Smith, Gilman Thompson, 
Tyson, Whittaker, Wood, Theobald Smith, Osler, Council- 
man, Allen Starr and others. The articles are illustrated 
by carefully drawn diagrams and well colored lithographs. 
As the papers have been generally printed elsewhere, 
either in abstract form or otherwise, special] reference to 
them need not be made here. 


Vermont State Medical Association.—Transactions for 1892. 
These transactions are included in a compact, neat volume 
of 175 pages, comprising the address of the president, the 
peers read at the meeting, and the minutes of the sessions. 

he book is well printed and shows care on part of the 
members of the publication committee. D. C. Hawley, 
M.D. of Burlington is secretary. 


- New Medical College.—The Wisconsin College of Physicians 


and Surgeons was opened in Milwaukee Sept. 26, with forty 
matriculates. The Presbyterian Hospital of Milwaukee 
adjoins the college buildings. 


DOMESTIC CORRESPONDENCE. 


The Name is Barker. 

To the Editor:—In your editorial of October 7, entitled 
“The Place of Ergot in Obstetrics,” you speak of a paper on 
this subject published in your issue of September 23 by 
Boun. I think there is a mistake on this point, and judge 
it is my paper you refer to—‘The Routine Administration 
of Ergot after Labor.” Please make correction and oblige, 

Yours truly, 


T. Ripaway BarKeEr, 
427 So. 16th St., Philadelphia, Pa. 


MISCELLANY. 


Meeting of the State Board of Health of Michigan.—The follow- 
ing members were present at the meeting of the State 
Board of Health at the capital, Sept. 29-30, 1893: President 
Wells, Secretary Baker, Drs. Granger and Milner, and Prof. 
all. A very important resolution offered by Dr. Baker 


was unanimously adopted, placing consumption on the list 
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of “dangerous communicable diseases” required by law to 
be reported by physicians and householders. This means 
that henceforth this “great white plague” which causes far 
more deaths in Michigan than any other disease, is to be 
restricted in its ravages. This important move by the 
Board calls for the most earnest codperation of health offi- 
cers, physicians and the people generally. The resolution 
is as follows: 

Resolved, That hereafter, consumption (and other diseases 
due to the bacillus tuberculosis) shall be included in the 
official list of “diseases dangerous to the public health” 
referred to in sections 1675 and 1676, Howell’s Statutes, 
requiring notice by householders and physicians to the 
local health officer, as soon as such a disease is recognized. 

The reporting of other dangerous diseases to the State 
Board has enabled it to place pamphlets of instructions 
just where they would do most good, and at the right time. 
Many years of experience show that restrictive measures 
recommended by the State Board of Health, relative to 
dangerous diseases, have been the direct means of great 
reductions in the death rates of dangerous diseases; in 
some instances the death rate is Only about half what it was 
before the State Board of Health undertook restrictive 
measures. If consumption were reported, it could be dealt 
with in the same manner and restricted, and many cases of 
consumption avoided every year. It is a disease easily 
restricted, and the State Board of Health distributes a 
pamphlet telling just how to do it. If the physicians and 
citizens of Michigan will do with consumption as they have 
done in the past with other dangerous diseases, and codpe- 
rate with the health officers, much suffering and loss of 
life can be prevented. 

In connection with the subject of reprinting the leaflet 
on the restriction of dangerous contagious diseases, in sev- 
eral different languages for distribution to neighbors of 
persons sick with a dangerous disease, Drs. Granger and 
Milner, the recently appointed members of the Board, 
had for years watched with interest the good work that 
these instructive pamphlets had been doing in the restric- 
tion and prevention of the several diseases. The Board 
directed the secretary to reprint this leaflet in several dif- 
ferent languages. Dr. Granger said that many of ou 
recently arrived foreigners did not believe that some of 
these diseases were dangerous, and that this leaflet was just 
what was wanted to educate this class of people,-because 


diphtheria and other diseases were spread among them 
and by them to other classes of a 

The Board amended its rules for the inspection of immi- 

rants at the Michigan border by adding to Rule 1, “and no 
famigrant shall c »me into this State or travel within the 
State, until inspected under these rules, and until author- 
ized to do so by an inspector appointed or accredited by 
the Michigan State Board of Health.” 

Rule 5 was amended so as to hold immigrants until their 
baggage has been disinfected. 

n additional rule was adopted as follows: 

Rule 7.—Dangerous communicable diseases being now 
resent in every country from which immigrants are com- 
ng into Michigan, no immigrant and no traveler or other 

person believed by the State Board of Health or by its 
authorized inspector to have been exposed to and liable to 
convey cholera, diphtheria or other dangerous communica- 
ble disease, shall pass through Michigan, or from one town- 
ship, city or village to another within the State, without 

rmission from the State Board of Health or its author- 
Fred inspector. 

The paning resolution, offered by Dr. Granger, was 
unanimously adopted: 

Resolved, That it is the will of this Board that the Presi- 
dent and Secretary continue to take such action as may be 
necessary to enforce the rules of this Board, and to enforce 
quarantine at the Michigan border and within the State 


against diseases dangerous to the public health, and to com- 


pel any railroad cays a operating within the State to 
obey the State laws and the rules and regulations of the 
State Board of Health made under the law. 


Gelsemium in Rheumatism and Neuralgia.—In an article with 
the above title by Dr. A. Atkinson (Charlotte Medical Journal, 
July, 1893) the author says: “Often the trouble in adminis- 
tering the stronger fluid extracts and tinctures lies in the 
fact that the alcohol will evaporate and the extractive 
material will gum up and fall to the bottom and the sides 
of the bottle, and though you may administer a properly 
assayed. article, you will now and then get too much of the 
active principle and trouble will follow; then, too, people 
keep medicines too long and they become uncertain and 
irregular in their action. It is safe in administering stron 
drugs when we can readily procure the alkaloid safely an 
properly adjusted, to prescribe the article put up by some 
reliable manufacturer, seeing that it has not been kept too 
long,and such active drugs are accurately and beautifully put 
on the market in a soluble form, and even though we havé a 
granule which presents all the appearance of freshness and 
complete solubility, a good plan is¢o put it in water a few 
‘minutes before administering it, or to stick a hole in it and 
let the patient swallow it ina halfsoftenedstate. There is 
no question but that the gelsemium will afford relief in many 
cases of neuralgia, but it must be pushed far enough to secure 
its physiological effects, just short of injury, if we expect to 
obtain full relief. In facial neuralgia Massini has found 
that 20 minims every half hour, for three doses almost 
invariably cures. This we would call getting its full effects 
—Ildram of the tincture in one hour and a half.” 


Dr. Thomas Hoover of the Ohio State Board of Health, has 
roposed a “ pure water” plan for the consideration of that 
y, which is just now giving considerable attention to the 
question of supplying Ohio cities with healthful water. He 
proposes to have the State take charge of the water supply 
and furnish all important cities and towns by a system of 
canals fed by Lake Erie. 


He will not make diplomas for the next three months.—Dr. 
Walter May Rew, whose bogus medical college was exposed 
last July, was sentenced October 10 to three months impris- 
onment in the penitentiary. 


He will be Missed.—Dr. A. K. Bond has resigned the edi- 
torial chair of the Maryland Medical Journal. 


THE PUBLIC SERVICE. 


Army Changes. Official list of changes in the stations and duties of offi- 
cers serving in the Medical Department, U.S. Army, from September 
30, 1893, to October 6, 1893. 

Capt. WILLIAM D. Crosby, Asst. Surgeon, is granted leave of absence for 
three months. By direction of the Secretary of War. 

Majors ALFRED A. WOODBULL and ALFRED C, GIRARD, Surgeons, are de- 
tailed as delegates to represent the Medical Department of the Army 
atthe annual meeting of the American Public Health Association, 
to be held in Chicago, I1]., from the 9th to the 14th of October, 1893. 


(A) Antikamina Chemical Co., St. Louis, Mo.; Adams, A. S., Roches 
ter,Minn.; Anderson, O. C. M., Andover, Ill.; aren, D. 4 
B) Bacon, C. G., Fulton, N. ¥.; Battle & Co., St. Louis, Mo.; Bernd H 
Co., St. Louis, Mo.; Brayton, A. W., Indianapolis; Brown, M. R., Chi- 
cago, Ill.; (€@) Cook, G, ¥., Oxford, Ohio; Cutter, E., New York City; 
Chancellor, E., St. Louis; Christian, E.T., Wyandotte, Mich.; (BD) Dodd’s 
Advertising A ency, Boston. 
ty 


ass.; Drevet New 
York City; DuBase, Robt. M., Sewanee, Tenn.; Dudley, E. C., Chi 
Ill.; Dunglison, R. J., Philadelphia, Pa.; (FF) Farnham. A. B.. Milwau- 
kee, Wis.; Fairchild Bros. & Foster, New York City (@) Gihon, A. H., 
ashin a.; ‘Griffith, 


Bristol England: (HM) Horwitz, Orville, Philadelphia, Pa.; Hopkins, T. 

8., Thomasville, Ga.; Hamburg American Packet Co., New York (City; 

Herrick, J. B., Chicag . ll.; Hay, Thomas, Philadelphia, Pa.; Holmes, 

(HM) Kramer, 8. P., Cincinnati, Ohio; (L) Garde, 
. A., U. 8. A.; Lundgren, : 


City; Mulford, H. K. Company, Phi adeipbi 

Marshalltown, lowa; Moyer, H. N.,Chicago, 2; (N) Niles, 8. R., 
rvis 


. D., Philadelphia, Pa.; 

Rowell, Geo. P. & Co., New York City; (S$) Slocum, H. A., Phi adelphia, 

N. Y.; Stowell, C. H., New York 

‘o, New York City, 2; Stearns, Fred & Co., 

E. G D. C.; Sharp & Dohme, 

New York City; Stephenson «& Foster Co., Pittsburg, Pa.; Slay Bros., 

mers, G. B., San Francisco, Cal.; Steiger, E. & Co., 

{s} The Tilden Co., New Lebanon, N. Y.; Tuley, H. E., 

Louisville, Ky.; (0) Upjohn, ©. F., West Randolph, Vt.; (%) Voldeng, 

Iowa; Veremann, R. T., Cannelton, Ind.; Vetter, 

C. & Co., New York City; (W' Witthous, R. A.. New York City: Webb; 

}. A.. Monon, Ind.; Webb, M. 8., “Florida on Wheels,” no address, 
Widman, J. F., McGregor, lowa; Wilkinson, A. D., Denison, Iowa. 
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Pa.; E. D., Watkins, N. Y.; Lydston, Jas, A., Chicago, 
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